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ALL OUT FOR AMERICA 

On December 7th, the Japanese attacked Pear! 
Harbor with most disastrous results, without a 
previous declaration of war. The following day 
Congress declared war against Japan, and since 
that time our armed forces have given a good 
account of themselves indeed. The war now is 
truly world wide, and regardless of previous in- 
dividual feelings on the subject of war, all Amer- 
ica is united as never before, and all of one ac- 
cord, agree that we must unite our efforts in 
winning. 

For the duration, political affiliations are for- 
gotten and all are anxious to follow the leader- 
ship of our Commander in Chief. Fortunately 
the medical profession of this country has been 
preparing for just such an emergency for the 
past fifteen months, Thousands of physicians are 
serving their country in the various essential 
branches of service, and thousands of others 
will be called within the near future. Only the 
organized medical profession can give much of 
the service essential in the procurement and 
assignment program for physicians to serve their 
country. 

At the present time more than 25,000 physi- 
cians have been giving much time in the work 
of the several boards under the Selective Service 
System. This work will be continued, even 
though it perhaps will operate somewhat dif- 
ferently during the second year. Efforts are be- 
ing made to organize Civilian Defense Units in 


all parts of the United States, and physicians 


will have an important function in this setup, 
which seems more essential each day. 

With the plans which have been formulated 
over a period of more than fifteen months, the 
medical profession is able to be of much service 
to the Government in these various capacities, 
and assurances have been given that our organi- 
zations and committees are ready to do those 
duties assigned to them. 

More attention will no doubt be given at this 
time and in the immediate future, to protecting 
the civilian population while physicians are being 
called to service. The highly important matter 
of adequate medical care to employees in essen- 
tial industries likewise will receive more con- 
sideration than was given in the last war. 

There are duties to be performed for his coun- 
try by every physician physically able to carry on 
his work. The medical profession has had many 
important duties in all wars in which this coun- 
try has been a participant, and in this emergency, 
the response will be as satisfactory as it has been 
in the past. 

There will be many calls in the near future for 
mass production of blood plasma for emergency 
use in the armed forces and with the preparations 
which have been in the making during recent 
months, it will be possible to find millions of 
donors willing to give blood for this worthy 
cause. In many respects, the United States is 
better prepared at this time than it has been at 
the outbreak of previous wars, and with the all 
out efforts on the part of every profession, in- 
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dustry, 
we will have no shortage of the many essential 
products and food. 

Our Commander in Chief will find that the 
medical profession of this country is ready and 
willing to assume responsibility for the many de- 
mands which may be made upon it at any time. 

x~wr 

Physicians desiring to enlist in the Services 
of the United States Army or Navy in this 
present emergency, living in Illinois or other 
states in the Sixth Corps Arca, should address 
their applications to the office of the Command- 
ing General, Headquarters Sixth Corps Area, 
U. S. Post Office Building, Chicago, Illinois. 
All communications addressed to this office, will 


receive prompt attention. 





A TRIBUTE TO MEDICINE 
The front cover of the Journal of the Ameri- 
an Medical Association, under date of Decem- 
ber 13, 1941, published fine tributes to the medi- 


al profession of this country, received from 
James C. Magee, Major General, United States 


agriculture and business in general, 
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Army, The Surgeon General; Paul V. McNutt, 
Director, Office of Defense Health and Welfare 
Services; and Ross T. McIntire, Rear Admiral, 
United States Navy, 

Their statements were as follows: 

The present very cooperative and effective re- 
lationship between the Army Medical Depart- 
ment and those great bodies representative of 
the civil medical profession give assurance that 
during the present emergency medico-military 
affairs will be administered with the greatest pos- 
sible degree of efficiency to the Army and to the 
civil population of our country. JAMES C. 
MAGEE, Major General, United States Army, 
The Surgeon General. 

The mobilization and utilization of the med- 
ical profession have been placed in the hands of 
the profession itself through the establishment 
of the Procurement and Assignment Service for 
Physicians, Dentists and Veterinarians. I am 
sure we may rely, as always in the past, on the 
patriotism of the American medical profession. 
Paul V. McNutt, Director, Office of Defense 
Health and Welfare Services. 

The Medical Department of the Navy ex- 


The Surgeon General. 
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presses its deep appreciation to the medical 
profession of our country. Now that war is 
actually upon us, the Navy will need more medi- 
eal officers. It has no fear regarding its needs 
being met; the past has shown whole-hearted co- 
operation. This war must come to a successful 
conclusion. I am convinced that the medical 
profession will do its part to bring that about. 
ROSS T. McINTIRE, Rear Admiral, United 
States Navy, The Surgeon General. 





PAPERS FOR THE 1942 ANNUAL 
MEETING 

The 1942 annual meeting of the Illinois State 
Medical Society will be held in Springfield on 
May 19, 20, 21. Plans are now being made for 
the scientific programs to be presented before 
the individual sections and for the general meet- 
ings. 

Physicians desiring to present papers at this 
meeting should communicate as early as possible 
with the officers of the section before which they 
desire to present a paper. Each section has a 
chairman and a secretary one residing in Cook 
County and the other down-state and it is ad- 
visable to keep this in mind when writing the 
section officers. 


On account of the fact that the number of 
papers to be presented before each section will be 
limited, it is desirable that the best possible 
program be developed, and one which will ap- 
peal to the physicians as a whole rather than 
to a few members of individual specialties. 

In writing to the proper section officer, it is 
advisable to give the title of the paper you desire 
to present, then give either an abstract of the 
paper on other ini: imation concerning it, so that 
the officers will be better able to judge the merits 
of the paper in considering the advisability of 
scheduling same on their respective programs. 

The personnel of the several section officers 
is as follows: 

Section on Medicine 
F. Garm Norbury, Chairman, Jacksonville 
M. Herbert Barker, Secretary, 700 N. Mich- 
igan Ave., Chicago 
Section on Surgery 
Loyal Davis, Chairman, 54 East Erie 
Street, Chicago 
J. C. Thomas Rogers, Secretary, Urbana 
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Section on Eye, Ear, Nose and Throat 
Clifton Turner, Chairman, Peoria 
G. Henry Mundt, Secretary, 30 N. Mich- 
igan Ave., Chicago 
Section on Public Health and Hygiene 
Walter O. Earle, Chairman, Champaign 
Henry C. Niblack, Secretary, 54 West Hub- 
bard St., Chicago 
Section on Radiology 
E. E. Barth, Chairman, 303 East Superior 
St., Chicago 
Cesare Gianturco, Secretary, Urbana 
Section on Pediatrics 
Craig D. Butler, Chairman, 715 Lake 
Street, Oak Park 
A. J. Fletcher, Secretary, Danville 
Section on Obstetrics and Gynecology 
Milton E. Bitter, Chairman, Quincy 
Clyde J. Geiger, Secretary, 4753 Broadway, 
Chicago 
Owing to the fact that these section officers 
responsible for the preparation of the programs 
for each of the scientific sections are desirous of 
completing their list of speakers as soon as 
possible, it is advisable for all members of the 
State Medical Society to contact the proper sec- 
tion officer as early as possible in order that they 
may have the opportunity of getting you on the 
program for the 1942 annual meeting. 





“HISTORY OF MEDICAL PRACTICE 
IN ILLINOIS” 


A few years ago, the Illinois State Medical 
Society published the History of Medical Prac- 
tice in Illinois, with the late Lucius H. Zeuch as 
editor for the volume. Subscriptions were re- 
ceived prior to the publication of this book, at 
$10.00. It was soon learned that it would be 
impossible to put all available historical data 
in one volume, and the Society decided that 
eventually a second volume would be published, 
and there would be no additional cost to sub- 
scribers. 

Soon after the first volume appeared, Dr. 
Zeuch died, and Dr. Charles J. Whalen, then 
editor of the Illinois Medical Journal was se- 
lected as editor for the proposed second volume. 
On account of unsatisfactory conditions, it was 


(Continued on page 7) 
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On December 8, 1941, war was declared against 
Japan after the cowardly assault at Pearl Harbor. 
A few days later war was declared against the 
other Axis partners. The Selective Service Act has 
been amended so that every man up to the age of 
65 will register, and those under 45 will be eligible 
for service in the armed forces. 

With a large army in the making, it is quite 
obvious that many members of the medical pro- 
fession will be needed in the various branches of 
service, while others will be needed for essential 
services at home, providing adequate care for work- 
ers in war industries and for many other purposes. 


The Procurement and Assignment Service for 
Physicians, Dentists, and Veterinarians was recently 
established so that less time would be required for 
the enlistment of the desired number of physicians 
as the Army and other essential services expand. 


In order that every physician in Illinois may 
have the opportunity of offering his services to the 
Government, a blank is being published opposite 

this article in the Illinois Medical Jour- 
nal which may be filled out and mailed 
to Dr. Sam F. Seeley, Executive Direc- 
tor, Procurement and Assignment Serv- 
ice, New Social Security Building, 4th 
and C Streets S.W., Washington, D. C. 


Committees are now being formed 
in each Corps Area in the United 
States in individual states, and coun- 
ties, to aid in every way possible this 
important function. It is stated that by 
enrolling now with the Procurement 
and Assignment Service all physicians, 
but particularly those under 45 years 
of age, will most likely be assigned to 
that service for which they are best 
fitted. 


It is stated that by enrolling now, 
commissions will most likely be re- 
ceived in a shorter period than if the 
physician awaits the call through Se- 
lective Service, and is inducted into 
service. 


i 


The Illinois Medical Journal will give each month in its columns, all possible available 
information pertaining the medical services required for the Armed Forces, and will pub- 
sh bulletins or releases as requested at anytime by various Governmental Agencies. 
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ENROLLMENT FORM FOR PROCUREMENT AND 
ASSIGNMENT SERVICE FOR PHYSICIANS 


Dr. Sam F. Seeley, Executive Officer 
Procurement and Assignment Service 
New Social Security Building 

4th and C Streets S.W. 

Washington, D. C. 


Dear Doctor Seeley: 


Please enroll my name as a physician ready to give service in the Army 
or Navy of the United States when needed in the current emergency. I will 
apply to the Corps Area commander in my area when notified by your office 
of the desirability of such application. 


Give your name in full, including your full middle name: 
The date of your birth: 

The place of your birth: 

Are you married or single? 

Have you any children? If so, how many? 


. Do you believe yourself to be physically fit and able to meet the 
physical standards for the Army and Navy Medical Corps? 


7. Have you filled out previously the questionnaire sent to all physicians 
by the American Medical Association? 


8. When and where were you graduated in medicine? 
9. In what state are you licensed to practice? 


10. Do you now hold any position which might be considered essential 
to the maintenance of the civilian medical needs of your community? If so, 
state these appointments: 


11. Have you previously applied for entry into the Army or Navy Medical 
Service? If so, state when, where and with what result (if rejected, state why). 
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decided to hold the second volume in abeyance 
until some future date. Since the death of Dr. 
Whalen, it was deemed advisable to withhold 
further action on account of the present emer- 
gency. 

The Society has on hand at this time, a num- 
ber of copies of the first volume edited by Dr. 
Zeuch, which contains much valuable medical 
historical data, well illustrated, bound in cloth 
and in perfect condition, which may be procured 
while the supply lasts, for $5.00. Physicians or 


libraries desiring to procure a copy of this un- 
usual book, may send their remittance to the 
Secretary, and a copy will be forthcoming, post 
paid within a few days. 
Address: Harold M. Camp, M.D., Secy. 
Illinois State Medical Society, 
Monmouth, Illinois. 





ANOTHER “REFORM” 

Once more socialized medicine is in the minds 
of the leaders in Washington. 

Socialized medicine is not a new thing in polit- 
ical circles. In fact many of our social reforms 
are not new to the world even though they are 
new to Americans. 

Social security is old in Europe. Old age pen- 
sions and an unemployment insurance are found 
in European countries. Socialized medicine, for 
example, is a product of the German nation. 

oe KK 

The results of examination of the draftees 
reveal that fifty per cent of the nation is unfit 
for military service. This is sufficient to awaken 
a nation to a problem. The leaders in Washing- 
ton seem to think that the answer to this problem 
is socialized medicine. 

oh KK 

We believe that some means should be pro- 
vided to aid people who are unable to care for 
themselves. When a person is in need of a sur- 
gical operation the operation should be per- 
formed even though the government may have 
to provide it. But beyond the idea of charity we 


can not fully agree on the ideas of socialized 


medicine. 


HK 


The medical profession is highly efficient. 
Ten years are required to make a doctor before 
he starts earning his way in life. To place the 
medical profession on par with the civil service 
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will remove the incentive which is the motivating 
factor in the creation of an alert medical fra- 
ternity. 

2 

That the nation is making progress with 
medicine is a matter of common knowledge. 
But to “socialize” medicine may be to “political- 
ize” it... and politics is never efficient. 

We do not want to thwart the growth of the 
medical fraternity. We do not want to copy the 
plan of medical procedure used in Communistic 
Russia. For these reasons we fear to tamper with 
the medical progress in America. The proposi- 
tion is a problem today . . . and this hour of 
emergency, we fear, is no time to consider such 
“reform” legislation. 

—McComb Daily Enterprise 





For the most part, American doctors are deter- 
minedly opposed to this drive for socialized medicine, 
and I must say I am with them all the way. State 
medicine, in my opinion, bears disaster for doctor and 
patient alike. You cannot pipe out medicine to the 
community as you do with steam heat.—Dr. A. J. 
Cronin, English author of “The Citadel.” 





VITAMIN PILLS FOR ARMY 


Every American soldier in the far north is having 
his daily rations augmented by two vitamin tablets 
to compensate for the shortage of fresh food, the 
War Department reports. The tablets contain vitamins 


A, B:, Bz, C and D. 





ENCEPHALITIS VIRUSES FOUND IN 
MOSQUITOES 

Viruses of both the St. Louis and WeStern equine 
types of encephalitis were recently discovered for the 
first time in mosquitoes collected in regions west of 
the Mississippi where the diseases were «pidemic, 
report Dr. William McD. Hammon, and associates, 
of the University of California, and C. M. Gjullin, 
U. S. Department of Agriculture entomologist. The 
role of the mosquito as a carrier, however, has not 
yet been proved. 





_ Tuberculosis, like all plagues, spreads most danger- 


ously in the close contacts of the family. Resistance 


breaks down before a mass attack, and the steady 


bombardment of each other by husbands and wives, 


parents and children, brothers and sisters is the best 


of all mechanisms for perpetuating the disease. People 


exposed to tuberculosis in their own homes are, rough- 


ly, ten times as likely to fall sick of it as are people 


- in the population at large. “Plague On Us” by Geddes 


Smith, Commonwealth Fund, 1941. 
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KE@EP AMERICA STRONG 
Br Nanonal Boral Fiymiene Day, one oi 


America’s feading public health events, will 
be Observed on Wednesday, February 4, (AX, 


Dy. Walter Clarke, executive director, American 


Somal VMiypiene Association, amnouncedl Lodtay. 

With the theme, KALP AMLRICA 
STRONG, HELP BUILD BETTER 
HGALTH, this year’s Social Hygiene Day is 
Uirecting special attention toward the fall reali- 


zation of the menace of organized prostitution 


M areas adjacent {Lo concentrations of armed 
forces and in industrial centers. 

Stating that physical fitmess not only of mili- 
tary men and defense workers will be among 
the important factors in determining the effec- 
tiveness of our own detense effort, Dr. Ray Ly- 
man Wilbur, former Secretary of the Interior 
and president of the American Socia) Hygiene 
Association, warned America that the nation’s 
defense also depends on a healthy civilian popu- 


lation. 
““Yhe good work begun in national control will 


he cancelled, the declining attack rate of syphilis 
and gonorrhea will be swiftly reversed, unless to 
our concern with munitions and maneuvers and 
equipment we add specific attention to the pro- 
tection of our men in the armed forces and in 
the factories which supply our materials,” Dr. 
Wilbur said. 

“What age-old institution, the “red-light dis- 
trict,” is not the only factor with which venereal 
disease control officers and law enforcement 
authorities have to contend. Within the past 
decade, the mushroom growth of the “honky- 


tonk,” the roadside cabin, and the roving opera- 


tor whose activities are abetted greatly by the 
development of modern transportation, have all 
combined to complicate the problem. 

“The repression of prostitution is a civilian 
community problem and one over which military 


authorities ordinarily have no direct control. 
Therefore, an effective solution of this problem 


w:ll depend upon strict enforcement by the 
police of existing laws dealing with the practice 


of prostitution. The prostitute is the usual hu- 
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tian carrier of the spirochete of syphifis and the 


Bonococens. Siyery efiorl should pe mais to make 


her difficult to meet, “very contact is a dan- 


ger. “Whe fewer contacts the fewer wasted lives. 


fntorcement of the laws that can protect your 


youth requires a responsible public opimion to 


back up police atticials. In addition, such law 
enforcement must not merely he concerned with 
the activities of prostitutes themselves, but must 
as well extend to the owners and operators of 
bawdy houses, disreputable hotels, tourist camps, 
and “honky-tonks,’” where open or commercial 
ized prostitution is tolerated.” 

_ Dr. Wilbur urged nation-wide participation in 
Social Hygiene Day, February 4, 1942, and asked 
health, civic, and welfare leaders as well as 
others desiring information concerning Socia) 


Hygiene Day to write to the American Social 
VMygiene Association, 1790 Broadway, New 


York, N. Y. 
WOMAN’S AUXILIARY 10 THE 


ILLINOIS STATS MEDICAL SOCIETY 
The first regular Board Meeting of the year 


was held at the Palmer House in Chicago, Satur- 
day, Nov. 15th. The meeting was called to 
order at 10.00 a. m. by the President, Mrs. 
Harry Otten, 

The President gave a report of the Cleveland 
Convention and spoke of the Nutrition outline 
which is an important part of the program 
planned for this year. She also told of her visits 
to the various Anxiliaries and reported on their 
activities. 

Mrs. Wanniger, President-Elect, who is also 
Organization Chairman reported on _ several 
visits throughout the State. 

After luncheon Mrs. Otten introduced Dr. 
Frank P, Hammond, Chairman of the Advisory 
Committee, who spoke a few words of praise for 
the work the Auxiliary has accomplished. 

The National President, Mrs. R. E. Mosiman 
was the next speaker. Mrs, Mosiman spoke of 
the importance of proper and specialized speakers 
for all meetings. She urged the Auxiliaries to 


promote the Hygeia magazine and asked that 
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all members know their Auxiliary. She stressed 
xhe great opportunity for organized groups today. 


its. Joka J. Ryan, Nationa) Historian, a)so 


spoke of knowing your Auxiliary and on the sub- 


ject of “Living Public Relations,” 


COUNTY NEWS . 
Members of the Livingston County Medica( 


Society and their wives, members of tne Wom- 
an’s Auxiliary had dinner Nov. 4th, in the 
private dining room oi The Dime caie. 

Following dinner, members of the Auxilfary 
adjourned to the home oi Mrs. 0. Hi. Law, VV. 


North Mil) Street, where a business meeting was 
dela, Mrs, Joseph Joss, of Dwight, presiding. 
Donations were made to the benevolence fund 
of the D)inois State Medical Society, the Liavings- 
ton County Red Cross and Livingston County 
Tuberculosis Society. 


Mrs. Charles W. Stigman, 


Chairman, Press & Publicity 





AMERICAN REY OCNHOSS APP GALS 
FOR $50,000,000 WAR FUND 
Calling for the united support of Tne entire 


nation the American Red Cross has appealed for 
a specia) war fund of $50,000,000 to carry on 


and expand its work among Army and Navy 


personnel. ‘The appeal was broadcast to the na- 


tion through major radio networks by Led Cross 


Chaiman Norman HH. Davis. 


In preparation for just such an emergency as 


the country now faces the Red Cross has been 
spending funds at the rate of more than $1,000,- 
QOD a month. However, with war in the Pacific 
now @ reality the traditional Red Cross responsi- 
bilities to the nation and its armed forces have 
increased manifold and steps were taken im- 
mediately to meet these obligations, Chairman 
Davis said. 

“Millions of Americans today desire to demon- 
strate their will to victory,” the Chairman said. 
“Not all can be in the armed forces, not all can 
volunteer their services for humanitarian work, 


but all can volunteer their dollars to arm the Red 
Cross to be their representative at the scene of 
battle and distress. 

“Today is the day to demonstrate our high 
morale, our unity, our determination to support 
our fighting men at the front, and to insure 
to the wounded and to our homeless and suffering 
fellow citizens in our Pacific Islands that we, 
as a nation, stand one hundred per cent ready 
to aid them through the Red Cross. 

“Let the Red Cross be the spokesman for every 
community in America. Thus, what we do and 
what we give will be the triumphant expression 
of our humanitarian spirit and our faith in vic- 
tory.” 


CORRESPONDENCE 9 


in iis months of preparations the various 


services which the Red Cross provides ta the 


Nation and is Army and Navy have been effec- 


tively strengthened. But under the new cond 


Vions aclivilies all along Whe Mine, on the war 


front and on the home front, must de ragaly 


expanted. By Vratition, costom and Congres- 


sional Charter the Red Cross is the organization 


That maimiaims Yhose human and family links 


between our figfiting men and the people at 


Nome, Mnks which mean so toch to both military 


and civifian morale. Chrough tts cnistrations 


Vo The Men on whose chouliers the safety of our 
country now rests the Ked Crass must (ove 
Yat hey have the wholehearted support of every 


singfe American, t¢ was stated. Lhe peoule, 


Mitel as always im an hour of peril, will your 


from ther fearts the means which their Read 


Gross Needs (© carry on its work. 


In announcing the war fund campaign Red 
Cross officials pomited ont That contributions 


would be used only in connection with the or- 
Zanizanons war work. Membersnip dues eol- 


lected during the November nation-wide (Cad? 


Cal are neelev \o fmance the normal, dax-to- 


day services of the Red Cross in thousands of 


commmuninies Throughout the country. 





DOCTORS FROM AMERICAN REPUBLICS 


AWARDED WU. S. FELLOWSHIPS 


Eight physicians from Brazil, the Dominican Re- 
public, Mexico, Paraguay and Venezuela have been 


awarded fellowships for special graduate study in the 


UG. S., it was recently announced by the Office of the 
Co-ordinator of [nter-American Affairs. The doctors 
will study at Johns Hopkins University, Baltimore; 
Columbia University, New York City; Massachusetts 
General Hospital, Boston; Henry Phipps Institute, 


Philadelphia; the U, S, Public Health Service, Balti- 


more; the District of Columbia Health Department, 
and the state health departments of Virginia, Georgia 


and New York, and the University of Michigan, Ann 
Arbor. ; 





In a large group of industrial workers the propor- 
tion of the cases of tuberculosis found in a minimal 
stage has almost trebled since 1929. Moderately ad- 
vanced cases have decreased slightly and far advanced 
cases are about one-third the former proportion. 
This change is explained largely by the fact that in 
recent years fluoroscopic examinations of the chest 
(and roentgenograms when indicated) have been made 
prior to employment and as part of the annual routine 
examinations of all employees of the Metropolitan 
Life Insurance Company. From Bulletin of Met. 
Life Ins. Co. 





Medical Economics 


Edited by R. K. Packard, M.D., Chairman of the 


Medical Society, 826 East 61st Street, Chicago, Illinois. 


Committee on Medical Economics of the Illinois State 





At the request of the chairman of the Com- 
mittee on Medical Economics, we submitted an 
article early in the month on various obligations 
to the Government on the part of the medical 
profession in connection with our National De- 
fense. Since that article was written, new his- 
tory has been made. First came the attack on 


Pearl Harbor which will go down in history as 


one of the most cowardly efforts to cripple a na- 
tion before war had been declared. Then the 


Japanese struck in some twenty different places 
at the same time showing unmistakable evidence 


that plans for this type of assult had been com- 
pleted before the Japanese envoy started on his 
long trip to Washington with the avowed inten- 


tion of maintaining peace between the two na- 
tions. 


With the United States engaged in a two 


ocean war against all of the Axis powers, the 
responsibilities of the medical profession have 


been increased enormously. Medicine had been 
planning for some 18 months for any type of 
emergency, and much of the preliminary work 
had been done to demonstrate to our Govern- 
ment the facilities which organized medicine 
would have available in the event of war. 


At this time it is stated, there are some 13,- 
000 physicians in our armed forces, and it has 
been estimated that 7,000 would be needed for 
each additional million men called to service. 
Tt is quite obvious that Uncle Sam is going to 
need the largest army in the history of our coun- 
try to complete the “all out for victory” program 
which has been planned, and is now under way. 


Elsewhere in this issue of the Illinois Medical 
Journal an enrollment form for Procurement 


and Assignment Service for Physicians will be 
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found. It is hoped that those members of the 


medical profession who are within the prescribed 
age limits will respond freely so that conscrip- 


tion of physicians will be unnecessary. 


Owing to the fact that approximately 5,000 
men are graduated each year from our Class A 
medical schools, and 3,500 are needed to replace 


physicians who die each year, consideration is 


being given to a plan to make the medical 


courses continuous so that the full four years’ 
course may be given in three years, of thirty-six 


months continuous study, especially “for the 
duration.” 


In addition to the need of many thousands of 


physicians for the armed forces, there are many 
other demands on the medical profession in time 
of war. Thousands will be needed to make ex- 
aminations of selectees, for various Governmen- 
tal Agencies which must be expanded rapidly, 
for Civilian Defense Services, for care of work- 
ers in essential industrial plants, and for the 
care of the civilian population itself. With ap- 
proximately 180,000 physicians in the United 
States, there will be something which each one 
of this number can do to aid in the present 
emergency. 


Recent experiences show the need for care- 
fully organized Civilian Defense Services in 
every community, and emergency medical serv- 
ice must be included in all of these plans. Un- 
der the present setup, in each community there 
will be a Local Director of Civilian Defense, a 
Control Center, Chief of Emergency Medical 
Services with an Advisory Medical Council rep- 
resenting the Health Departments, Medical So- 
ciety, Nursing, Red Cross, and other essential 
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personnel. . Hospitals will be selected as field 
units, then there will be ambulance units and 
casualty stations. With the many industrial 
plants, training camps, and flying fields scat- 
tered throughout this country, it is essential that 
every community be well organized for any con- 
ceivable type of attack within the range of our 
imagination. 

Modern warfare is unlike that of the past. 
With the long range bombers, dive bombers, 
tanks, flame throwers and many other appliances 
which can devastate life and property on a huge 
scale within a short period of time, no com- 
munity in this entire country should be left un- 
protected and unprepared for any type of emer- 
gency which might arise. 

Blood plasma and its value in shock is well 
known to all physicians and will be needed in 
large quantities. It is quite probable that many 
collection stations will be established throughout 
the country. Many physicians will be used in 
the collection of this important therapeutic 
agent which must be handled in the most perfect 
aseptic manner, and be sent to the designated 


processing stations. The American Red Cross 


will assume much responsibility in handling this 
valuable product. 
The value of the Red Cross in time of war is 


well known to all. At this time a call has been 
sent out for at least fifty million dollars for the 
many types of services now under way. Each 
community has been given a definite quota and 
it is hoped that all of them will “go over the 
top.” In the many drives for funds throughout 
the country, physicians can be of much service 
by volunteering to talk before many types of 
organizations on the work of the Red Cross and 
its ever expanding duties in modern warfare. 
The story of plasma and its value in saving life 
can be stressed in these campaigns as this in- 
variably appeals to the average citizen who de- 
sires accurate information at the present time. 
Many physicians will recall the “minute men” 
during the last World War and their efforts to 
promote the sale of Liberty Bonds. At this 
time our Government must spend more money 
than ever before and it is imperative that every 
American citizen become the owner of Defense 
Bonds and Defense Stamps to do his bit in the 
financing of the “all out for Victory” marcli. 
Medical Economics, although a relatively 
young consideration in medicine, is ever chang- 
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ing. During the past decade we have seen many 
new factors added to the list of subjects which 


have been discussed in this column. Now that 
our country is at war, more consideration must 
be given than ever before to the role of medicine 
in our National Defense. This must be a major 
subject for discussion in our medical society 
meetings. 

The Illinois Medical Journal will most likely 
develop a new department of Medical Prepared- 
ness where each month the reader can find quick- 
ly, various short articles on this subject as well 
as many press releases from various Governmen- 
tal Agencies which are being received each week 
at the present time. 

Medicine, like all other professions, organiza- 
tions and industries, must be united more than 
ever before, and with the vast resources and 
facilities in this greatest of all nations, no one 
can doubt the ultimate victory which will be 


achieved if we remain united and everyone does 


his or her part. 
Harold M. Camp, M.D. 
HELP FINANCE THE ALL OUT FOR 


VICTORY MARCH BY PURCHASING 
UNITED STATES DEFENSE BONDS. 





Tuberculosis is a vanishing disease. Perhaps we are 
a little hypnotized by that fact. When this century 
began we know that tuberculosis claimed more than 
200 victims annually from every 100,000 of our pop- 
ulation; today, four short decades later, tuberculosis 
has been driven from top billing down to a shaky 
seventh. But these facts do not tell all of the story. 
Tuberculosis is still the leading cause of death in 
those of college age. Tuberculosis is still as much of 
personal catastrophe for the individual who contracts 
it today as it ever was in the past. Tuberculosis has 
lost none of its ability to ruin a career, wreck family 
budgets, burden taxpayers, or bring suffering and dis- 
ability to thousands of Americans, no one of whom 
deserves or needs to contract tuberculosis if every 
one utilized fully what medical science knows and 
has to offer. Charles E. Lyght, M.D. 

The Friedmann Tuberculosis Remedy has been re- 
jected after decades of carefu! investigation by ex- 
perienced specialists in tuberculosis (Munchen. med. 
Wehnschr. 88:512 April 25, 1941). In the “Friedmann 
law suit” the worthlessness has been corroborated on 
the basis of detailed reports of qualified experts. The 
followers of Friedmann now use the old Friedmann 
remedy again under the new name of “utilin.” The 
board of directors and the advisers of the German 
Tuberculosis Society unanimously reject the applica- 
tion of “utilin.” Jour. Amer. Med. Assn., July 19, 


1941. 
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SCARLET FEVER 
ARCHIBALD L. Horne, M.D., 
CHICAGO 

It seems scarcely necessary to state that scarlet 
fever and scarlatina are one and the same dis- 
ease. Moreover, we are not justified in using the 
latter term to imply that an attack of scarlet 
fever is mild. These facts are not always thor- 
oughly understood by parents. 

History. In ancient times scarlet fever was 
undoubtedly confused with measles and erysipe- 
las. For more than 50 years the streptococcus 
has been linked with the disease either as the 
causative agent or as a contributory factor re- 
sponsible for complications. Since the Dicks’ 
report of a specific streptococcus in 1923, a vast 
amount of additional investigative work has 
been carried on. Griffith of England has dif- 
ferentiated 28 types of streptococci capable of 
producing scarlet fever. The first four types are 
responsible for about 70 per cent of the scarla- 
tinal infections in England. 

From a practical standpoint we need assume 
merely that scarlet fever may result from a 
hemolytic streptococcus infection. 

Port of Entry. As emphasized by the Dicks, 
there is a similarity between diphtheria and 
scarlet fever in respect to the manner in which 
infection occurs. In each instance, the port of 
entry is most frequently the respiratory passages. 
But while localization of the primary infection is 
most often in the throat or nasopharynx these 
are not the only sites where the organism may 
gain entry to the body. As early as 1864, James 
Padget called attention to surgical scarlet fever. 
After extensive burns, scarlet fever is not ex- 
tremely rare. And it has often seemed to me 


Presented before the Post-Graduate Conference, Illinois 
State Medical Society, Alton, Illinois, December 4, 1940. 

From Municipal Contagious Disease and Cook County 
Contagious Disease Hospitals, 
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that many of the cases of puerperal fever could 
be classified properly as surgical scarlet fever. 
When the infection occurs at some site other 
than the nose and throat the local symptoms in 
the latter are often mild. 

Transmission. A relatively small proportion 
of scarlet fever patients acquire their infections 
from active cases. Books and inanimate objects, 


while capable of transmitting the disease, are a. 


minor factor in its spread. In the present day 
a contaminated milk supply is only rarely the 
source of an epidemic. Nevertheless, this in- 
fection exhibits continual waves of prevalence 
from year to year without broad variations. The 
total number of cases reported annually in a 
community seems to be governed chiefly by the 
size of the population. The larger the com- 
munity the greater is the number of scarlet fever 
carriers, and it is these vectors of scarlet fever 
which make it practically impossible to control 
the disease. 

Age. Scarlet fever is unusual before the first 
year of life. Even though the mother is suffer- 
ing from scarlet fever at the time of confinement, 
the infant usually escapes infection. We have 
had many instances of this kind at the Cook 
County Contagious Disease Hospital. Never- 
theless, some French authors have reported scar- 
let fever infection in the unborn child. 

In the first years of school age (6 to 10), the 
incidence of scarlet fever is at its height. How- 
ever, the disease is by no means uncommon in 
older patients. Approximately 16 per cent of 
our hospital patients are adults, — that is, more 
than 16 years old. Frequently, we have patients 
in the second score and sometimes the third 
score year of life. Second attacks of clinical 
scarlet fever are not common but more than one 
attack without a rash is probably far more fre- 
guent than we realize, ; 
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Forms. All scarlet fever patients may be 
divided into two general groups. (1) mild and 
(2) severe. In the second group will be found 
(a) the septic and (b) the toxic types. 

Symptoms. The incubative period usually 
varies from two to four days. Rarely it may be 
as long as ten days. Incubative periods of but 
24 hours seldom occur. The onset is nearly al- 
ways abrupt, and whether the disease is mild or 
severe, variation in the symptoms is usually only 
a matter of intensity. Sore throat, fever, nausea, 
or vomiting nearly always occur. As a rule, the 
rash, when present, appears from 12 to 36 hours 
later. Although it is customary to state that the 
eruption appears first on the neck and chest, the 
enanthen can often be observed on the palate 
and mucuous membranes of the throat before 
the rash is seen on the skin. We are all so 
thoroughly familiar with the scarlet fever erup- 
tion that it is hardly necessary to mention that 
the finely pin-point rash with the sub-cuticular 
flush is seldom seen on the face. The face is 
flushed, however, and with the characteristic 
circumoral palor, scarlet fever presents the typ- 
ical picture that we read of in books. The pulse 


is rapid, respirations are increased, and the tem- 
perature may range from 101 to 104, or higher 


in the toxic types. At this time the mucous 
membranes are deeply injected, the tonsils are 
swollen and often suggest an acute follicular 
tonsillitis. A leucocytosis of from 10-18,000 is 
usually present, and the urine is likely to show 
a trace of albumin. The tongue is heavily coated 
and the papillae which are hypertrophied, con- 
tribute to the designation “strawberry tongue.” 
In a majority of cases the average duration of 
the rash is from two to three days. By the sec- 
ond day of the rash it may be noted that the 
coating is clearing from the tongue at the tip 
and along the margins; and ordinarily, by the 
end of the third day since the rash made its 
appearance the tongue will be free of coating, 
presenting the clean red appearance of the “rasp- 
berry.” This similarity is enhanced by the ele- 
vation of the papillae. As the rash fades the 
temperature declines, and by the end of a week 
in the mild forms of scarlet fever, the patient is 
practically well, if no complications ensue. 
While desquamation in scarlet fever is antici- 
pated, it does not always occur. When present, 
its early or late development is influenced by the 
intensity of the eruption. The milder the erup- 
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tion the greater will be the number of elapsed 
days before desquamation is seen. Patients 
treated early with convalescent serum or scarlet 
fever antitoxin may show no evidence whatever 
of desquamation. 

In the septic types of scarlet fever there may 
be almost from the onset a profuse nasal dis- 
charge. Cervical adenopathy may be marked; 
in some instances there is an extensive brawny 
induration of the neck. There is great intensity 
of the throat symptoms and swallowing may be 
difficult. Patches on the tonsils and throat, 
caused by the streptococcic infection may be 
suggestive of diphtheria. In the septic type of 
scarlet fever complications may develop early, 
rather than late. Yet, notwithstanding the un- 
favorable appearance of the patient, the prog- 
nosis is far better than in the strictly toxic type 
of the disease. ‘ 

In toxic scarlet fever there is represented one 
of the most malignant forms. The temperature 
reaches unusual heights, often ranging from 104 
to 106. The pulse is very rapid, respirations are 
accelerated, and the patient may be irrational. 
Death may occur before any rash is seen on the 
skin. 

Diagnosis. Under various circumstances the 
diagnosis of scarlet fever may be extremely dif- 
ficult. In those patients where no well definited 
eruption exists there is no sign so valuable as 
the “strawberry” or “raspberry” tongue. A nose 
and throat culture for hemolytic streptococci 
may be useful. And a white blood count will 
help to exclude certain conditions which are 
characterized by leukopaenia. If a rash is pres- 
ent, it will rarely be seen on the face, a locality 
where a measles eruption predominates. By 
means of the Schultz-Charlton test either con- 
valescent serum or scarlet fever antitoxin should 
produce blanching at the point of injection, pro- 
vided the patient is suffering from scarlet fever. 
A Dick test is not likely to be of great value 
from a diagnostic standpoint. In a differential 
diagnosis some of the following disease or con- 
ditions may require consideration: measles, 
German measles, diphtheria, roseola infantum, 
the prodromal rash of smallpox, streptococcic 
sore throat and various serum and drug erup- 
tions. In many of these conditions the distribu- 
tion of the eruption may be a helpful aid in 
reaching a conclusion. Perhaps the most dif- 
ficult decision of all to make is that between a 
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streptococcic sore throat and a case of scarlet 
fever without an eruption. A somewhat similar 
problem is presented when an effort is made to 
choose a diagnosis between surgical scarlet fever 
and puerperal sepsis. 


Complications. A generalized adenopathy is 
so common in scarlet fever that it may lead one 
to class cervical adenitis as the most frequent 
complication. Whether palpable glands in the 
neck shall be classed as a cervical adenitis is 
sometimes a matter of opinion, and a question of 
degree in regard to the glands’ enlargement. 
Nevertheless, cervical adenitis is a very common 
complication. A far more important and much 
more serious occurrence is otitis media. Among 
3,564 scarlet fever patients at Municipal Con- 
tagious Disease Hospital, Chicago, a purulent 
otitis media was present in 13.35 per cent. This 
figure closely approaches the average incidence 
of otitis media among many larger groups of 
patients reported by different investigators. 
Among our patients 45.16 per cent of those who 
had purulent otitis media developed mastoiditis. 
However, only 26.05 per cent of those who 
showed evidence of mastoiditis required surgical 
operation. Among scarlet fever patients in the 
group, which constituted 3,564 patients, mastoi- 
dectomy was performed on 3.47 per cent. In 
considering the complications of scarlet fever it 
must not be forgotten that from time to time 
the patient with otitis media may suffer not only 
from mastoiditis but may also develop a lateral 
sinus thrombosis. Nor is this all, because rarely 
meningitis, sub-dural abscess or even cerebellar 
abscess may follow. At times sinusitis is rather 
frequent in scarlet fever patients. Some years 
an ethmoditis is seen very frequently. Arthritis, 
which rarely suppurates, is not an unusual com- 
plication. Endocarditis, so commonly associated 
with scarlet fever, is seldom diagnosed during 
the acute attack, and other forms of heart in- 
volvement are infrequent in scarlet fever. Ne- 
phritis, which for many years was perhaps the 
most feared of all the complications, is now one 
of the fewest to be encountered. In our con- 
tagious disease hospitals in Chicago nephritis 
seldom exceeds one percent for the number of 
patients treated annually. One of the rarest of 
all complications is symmetrical gangrene. Per- 
haps one of the most interesting things in con- 
nection with the complications of scarlet fever is 
that they may follow an extremely mild attack 
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as well as a severe one. 

Mortality. During the past 30 years the death 
rate for scarlet fever has shown almost a con- 
tinuous decline in the United States. A similar 
situation has existed in England. On the other 
hand, in Poland, Roumania, and southern Rus- 
sia the case fatality rate is said to have been as 
much as 18 per cent. and even higher. 

Since 1917 we have had approximately 37,000 
scarlet fever patients treated at our Municipal 
Contagious Disease Hospital. During the first 
ten years the fatality rate for 7,987 patients was 
1.5 per cent. and during the next ten years for 
20,790 patients the rate was 2 per cent. Last 
year, 1939, our fatality rate was the lowest in 
the hospital’s history, when it was 0.4 per cent 
for 2,356 patients treated. Our fatality rate at 
the Cook County Contagious Disease Hospital 
was but 0.1 of one per cent higher for a smaller 
number of patients. 

Treatment, Prophylactic. It has long been 
my opinion that if tonsils and adenoids were re- 
moved before children entered school, there 
would be far less scarlet fever. Whether or not 
all susceptible children should be immunized 
with scarlet fever toxin according to the Dick 
method is a matter which must rest on the judg- 
ment of the family physician. However, it does 
seem advisable to perform a Dick test on every 
child before entering kindergarten or school and 
that a record be kept of the result. In the pres- 
ence of scarlet fever exposure through close con- 
tact passive immunity may be accomplished by 
the administration of convalescent scarlet fever 
serum. Ten cc. given intramuscularly is usually 
sufficient to afford protection for from 10 days 
to 2 weeks at least, if injected within two days 
of exposure. If exposure is continuous or re- 
curs within ten days, it is well to give a second 
injection and this can be done without fear of 
reaction when human serum is used. 


Treatment, active. For the scarlet fever pa- 
tient we continue to believe that human con- 
valescent scarlet fever serum is of great value. 
It may be administered either intramuscularly 
or intravenously and the size of the dose will 
depend upon the severity of the infection. For 
an average case, from 20-40 cc. is often suf- 
ficient. Scarlet fever antitoxin, as now pre- 
pared, is equally effective, and unpleasant reac- 
tions are seldom seen with the improved serum 
that is now available, A dose of 9,000 units 
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which amounts to about 314 cc. by volume is 
very effective for an average attack of scarlet 
fever. Our hospital experience has not indicated 
that sulfanilamide has any particular value in 
uncomplicated scarlet fever. We must admit, 
however, that sometimes it does seem to be dis- 
tinctly beneficial in the therapy of ear condi- 
tions. And its value in streptococcic meningitis 
seems certain. 


It is my belief that gargles are distinctly con- 
traindicated in scarlet fever, although antiseptic 
mouth washes are not objectionable if properly 
used. Although a liquid diet may be required 
when there is an intense inflammatory condition 
of the throat, the choice of diet in scarlet fever, 
in so far as it exerts any influence on progress 


toward recovery, is a matter of small concern. . 


As a rule, the scarlet fever patient does not re- 
quire prolonged confinement to bed unless com- 
plications make it necessary. 


If cold applications are applied early to a 
cervical adenitis, incision will rarely be needed. 
We do not believe in irrigating acute cases of 
suppurative otitis media. Such ears are dry 


wiped, although 50 per cent. alcohol has been 
shown to be very helpful. In the extremely 
toxic forms of scarlet fever blood transfusions 
are of great value. Under such circumstances it 
is preferable to secure a donor who has a nega- 
tive Dick test or better still to perform an im- 
muno-transfusion. In other words to use a con- 
valescent scarlet fever patient as a donor, if the 
proper type of blood can be obtained. 


It is difficult, if not impossible, for health 
authorities to avoid establishing some arbitrary 
method for the quarantine of scarlet fever. On 
the other hand, there is practically nothing to 
indicate that scarlet fever is controllable at the 
present time. While isolation of the patient is 
of urgent necessity, the quarantining of the en- 
tire premises seems to accomplish little. For the 
same reason that a scarlet fever carrier is more 
likely to infect a larger number of individuals 
than the scarlet fever patient who is acutely ill; 
likewise, the patient who has recovered from a 
mild attack of scarlet fever is more apt to in- 
fect others than the patient who has suffered 
from severe complications and for that reason is 
feared. 

25 E. Washington St. 
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ILEOCECAL GRANULOMAS 


Foster L. McMrizan, M.D., F.A.C.S. 
CHICAGO 


Ileocecal granulomatous lesions may produce a 
picture similar to appendicitis, ulcerative colitis, 
bowel obstruction or malignancy. Even at opera- 
tion an exact diagnosis may be impossible and 
often the true nature of the process remains un- 
known until microscopic examination is made. 
It is always timely to site the occurrence and 
some of the salient features of these confusing 
lesions. All granulomas are supposedly on an 
infectious basis, yet the exact etiological agent 
may be obscure or not understood. Two groups 
result therefore; specific and non-specific granu- 
lomas. 


I. SPECIFIC ILEOCECAL GRANULOMAS 


Of the specific ileocecal granulomas, hyper- 
plastic ileocecal tuberculosis is the most common ; 
those resulting from actinomycosis, amebiasis, 
Hodgkin’s disease, and syphilis, are less frequent. 

Hyperplastic Ileocecal Tuberculosis is a dis- 
ease most frequent in young individuals. It 
usually is associated with a primary pulomonary 
process, though the lesion may be relatively in- 
active or inconspicuous. This process almost 
always is localized in the ileocecal region and is 
not to be confused with the diffuse ulcerative 
type which may follow advanced pulmonary tu- 
berculosis. 

The early symptoms and physical findings are 
often so slight or indefinite that diagnosis is not 
made until the lesion is far advanced. The dis- 
covery of a tumor in the right lower quadrant 
may be the only factor which brings the patient 
to the physician. Hyperplastic ileocecal tubercu- 
losis, like many other organic lesions in this 
region, may cause only dyspeptic symptoms, oc- 
casional attacks of tenderness in the right lower 
quadrant, or some irregularity of bowel habit. 
Roentgenologic examination of hyperplastic tu- 
berculosis does not always reveal characteristic or 
specific information. The early cases show spas- 
ticity and hypermotility ; later, distortion, filling 
defect, stasis or stenosis may be exhibited. This 
is most frequently confused with regional enter- 
itis, carcinoma and regional ulcerative colitis. 


From the Surgical department of St. Luke’s Hospital. 

Presented before the Section on Surgery, 101st Annual 
Meeting, Illinois State Medical Society, Chicago, May 21, 
1941. 
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Roentgen examination of the chest may aid in 
the establishment of a diagnosis. The gross 
pathological specimen may be indistinguishable 
from regional enteritis or carcinoma. 


The results of resection surgery are very satis- 
factory if the lesion is localized, and the patient’s 
general condition favorable. The writer prefers 
a wide, one-stage resection with an ileotransverse 
colostomy in selected cases; and a two-stage 


procedure for the debilitated patient. 


Case 1 — (Typica) hyperplastic ileoceca) tubercu- 
losis). P. D., a white male, twenty seven years old, 
entered St. Luke’s Hospital on December 27, 1939, 
complaining of attacks of cramp-like abdominal pain 
centering in the right lower quadrant, occasional nau- 
sea and vomiting, weakness, loss of weight, and night 
sweats. Alternating diarrhea and constipation with 
periods of mild distention had been present. On ad- 
mission, a mass was palpable in the right lower quad- 
rant. One year previously, the patient had noticed oc- 
casional attacks of mild intermittent abdominal pain 
which radiated to the right lower quadrant, and was 
accompanied by nausea. Six months later during one 


of these attacks, an appendectomy was done. The 
granulomatous appearance of the cecum and the ter- 


' ‘ . ‘ ‘ 
minal ifeum was noted. The symptoms increased in 
severity and a tender mass became palpable in the 


right fower quadrant. No blood was noted grossly in 


the stool. Roentgenologic examination, using a small 


portion of barium in petrofagar, revealed a filling de- 


fect, stenosis and distortion of the terminal ileum and 
cecum. A small area of active tuberculosis in the left 
upper lobe of the lung, which had not been discern- 
thle by physical examination, was revealed by x-ray. 
At operation the granulomatous mass, composed of 
matted thickened and distorted terminal tleam and ce- 
cum, together with the corresponding enlarged mes- 
enteric lymph nodes, was resected widely by a one- 
stage procedure; establishing an ieotranverse colos- 


tomy. Microscopic examination of the specimen con- 
firmed the diagnosis. 

Short circuiting operations in many instances 
have been successful but often the symptoms are 
not alleviated and sometimes the lesion prog- 
resses, producing an inoperable condition. 

Case 2 — (Extension following a short circuiting 


operation). M. G., a twenty three year old white 
female, sufiering from hyperplastic ieoceca) tuber- 


culosis, had an ileotransverse colostomy performed in 
1936, without resection of the Jesion, Roentgeno)ogic 


examination revealed a small pulmonary lesion in the 
right upper lung. The symptoms were a)leviated 


somewhat but after six months they increased in se- 
verity. At the end of eighteen months, attacks of 


cramp-like abdominal pain, nausea, vomiting, alter- 
nating diarrhea and constipation, mild abdominal dis- 


tention, and a Jarge palpable mass in the right lower 
quadrant necessivaied a second operation with resec- 
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tion contemplated. The process, however, in the in- 
terval had extended to include the anastamosis and 
regional lymph nodes, making resection impossible, 
An ileosigmoidostomy was established to relieve the 
obstruction but the patient became progressively worse 


and succumbed at the end of six months. 
Amebic Granulomatous Lesions of the intes- 


tine occasionally occur as the result of amebiasis, 
and are most frequent in the cecum and sigmoid, 
Ochsner and DeBakey® refer to these lesions as 
“amebomas.” Round cell infiltration, lymphoid 
hyperplasia, and many eosinophils are prominent. 


When chronic lesions occur in the ileocecal region 
or elsewhere in the intestinal tract, meticulous 


search for amebas should always be made. 
Amebiasis may be the primary disease or a com- 
plicating factor to some other lesion. Fatalities 
are frequently the result of surgery in the pres. 
ence of amebas. It should be remembered that 
diarrhea is not necessarily a symptom. 

In the treatment of amebic granulomas, 
specific therapy may be sufficient, but occasional- 
/y resection or short circuiting operations may be 
indicated to alleviate the symptoms caused by 
cicatrical stenosis. 'hese granulomatous lesions 
may be overlooked unti) attention is called to 
such complications as liver or subphrenic abscess. 

Actinomycotic Granuloma. In 1931, Good? re- 
ported sixty-two cases of abdominal actinomycosis 
in which the site of the lesion was present in the 
ileoceca) region in forty-eight patients (77.5%), 
This lesion is characterized by abscesses, sinuses, 


granulomatous tissue and a brawny infiltration 
of surrounding tissues. A diagnosis is not usually 
made until sinuses appear, or until an abscess is 
drained, with examination of the drainage mate- 
rial, disclosing characteristic sulphur granules. 
The early symptoms are confused, as & rule, 


with those of appendicitis. Later, a palpable 


mass, usually fixed to the abdominal wall, oceurs 
im the right lower quadrant. Deep abscesses and 
areas of central necrosis are common. Early 
diagnosis is important if any satisfactory result 
from treatment is to be expected. The initial 
lesion is otten overlooked until the symptoms of 
generalized actinomycosis or metastic lesions be- 
come evident. 

The treatment consists of; (1) radica) resec- 
tion, if possible, (2) establishment of free drain- 
age, (3) massive doses of potassium or sodium 
lodide, (4) sulfanilamide, (5) ‘thymol, (6) 
Roentgen ray and radium, and (7) general sup- 


portive measures. 
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The prognosis of abdominal actinomycosis is 
always grave. In Good’s* follow-up on forty-two 
patients, twenty-nine had died. 

Case 4 — W. L. F., a fifty six year old male, while 
ee from an operation for an incarcerated 
left inguinal hernia in 1935, developed characteristic 
symptoms of appendicitis. At operation, the ileocecal 
region presented a granulomatous mass in which lay 
an abscess. This was drained and a fistula resulted 
which subsequently healed. The patient was not seen 
unti) four months Jater, when he entered the hospital 
with nausea, vomiting, alternating constipation and 
diarrhea, temperature of 100 degrees, and a left sacro- 
iliac and perirectal abscess. Despite drainage of the 
abscesses the patient’s condition became rapidly worse 


and he died a few days later. Autopsy revealed gen- 
eralized actinomycosis, involving the eft ililum and 


ischium, the spine, left psoas muscle, the sigmoid, rec- 
tum, perirecta) tissues, peritoneal cavity, lungs, fronta) 


lobe of the brain and calvarium. 
Syphilitic Granulomas of the jntestina) tract 


are extremely rare. A routine Wasserman test 


on all patients is rapidly becoming a practice. 


Any patient having a positive Wasserman and 
symptoms referable to a chronic intestinal lesion 
should at least be suspected of having a Inetic 
granuloma. * 

Hodokin’s Disease of the intestinal tract 1s also 
rare. Previous to 1930, only twenty cases had 
heen reported and of these nearly half were 
diagnosed at autopsy.” Isolated or regiona) in- 
volvement is most frequent in the upper small 
bowel. The lesions are multiple, although single 
ones have been reported. Mesenteric lymph node 
involvement is common. 

This granwomatous disease very strikingly 
simulates kymphosarcoma. The diagnosis is us- 
ually made by tissue examination which reveals 
characteristic Dorothy Reed cells. Spangler® re- 


cently reported a case in which an intestinal 
obstruction was caused by an isolated tumor 


which microscopically proved to be a Hodgkin’s 


granuloma. 


Anthrax and Blastomycotic Granulomas, \ike 


Hodgkin’s disease, in the ileoceca) region, are so 
exceedingly rare and the symptoms so indefinite 


that Giagmosis usually is never made except by 


tissue examination after operation or at autopsy. 


II, NON-SPECIFIC GRANULOMAS OF THE 


TLEOCECAL REGION 


Valuable contributions to the understanding 


of hon-specifie granulomatous intestinal lesions 


ane Heen made by Treitze$* Moschcowitz and 
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Wilensky, ** Mock® and many others. In 1933, 
Ginsberg and Oppenheimer reported an excel- 
lent “working classification” of fifty-two cases.* 
The early symptoms of non-specific ileocecal 
granulomas may be so indefinite as to be over- 
looked, or they may resemble an acute inflam- 
matory process, most frequently diagnosed ap- 
pendicitis. The chronic lesions are usually mani- 
fested by a palpable mass in the right lower 
quadrant, associated with symptoms of bowel 
stenosis or ulceration ; clinically and radiological- 
ly confused with malignancy or tuberculosis. At 
operation it may be impossible to definitely estab- 
lish a diagnosis. Histological examination shows 
only varying degrees of acute and chronic non- 
specific inflammation with infiltration by lym- 
phocytes, poly-morphonuclear leucocytes, and 
plasma cells, along with fibro-plastic proliferation 


and occasionally degenerative changes. Giant 
cells due to foreign body reaction or inclusion are 


often present. 
Jt is known that the intestina) wal) and partic- 


ularly its mucosa possess remarkable ability to 


cope with infection and inflammatory processes. 


As a result of this regenerative ability, extensive 
injury, ulceration, inflammatory exudates and 
masses may leave little or no gross evidence. 


However, following injury, infection, or a combi- 


nation of both, this restitution may not occur, if 


imfection or other irritating factors persist, or if 


the tissues do not have the ability to overcome 
them. Reparative and destructive processes oc- 


eur which may lead to hypertrophic peri- 
Intestinal masses, extensive intramural hyper- 


trophic ulcerative and stenosing lesions, or a 


combination of both. Ginsherg and Oppenheimer? 


have suggested these factors as an explanation of 


intestinal granulomas. 
1. GRANULOMAS SECONDARY TO FOREIGN BODIES 


a. Lixtra-mural or intramural bowel perforat- 
ing foreign body granuloma. 


An intra-abdomina) abscess is the usual) result 


of intestinal perforation by a fishbone, pin or 
other foreign body from within or without, but 
occasionally only a marked hypertrophic inflam. 
matory reaction takes place which clinically, and 
at operation, simulates a neoplasm. In some 
cases the reaction is mainly extramural, the 


slowly yerforating lesion in the howel having 


been sealed off by parietal, visceral, or omental 


adhesions with wery little or no pus formation, 
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broducing an inflammatory mass. Some of these 


yextorsions are welled off pj Lac wenierio: wb- 


dominal wall with few or no intestinal changes 
or Sympioms, crealmg The impression oi an 
abdominal wall tumor. 

Case » — J, S, a forty-five year old colored male 


entered St. Luke's Hospital complaining of pain in 
the might lower guadrant of a week duration. Ex- 


amination revealed a farge tender mass in the right 
Yower abdominal quadrant, temperature 100 degrees, 


and a 21,000 leucocyte count. On a diagnosis of an 


@appendiceal abscess, a McArthur muscle splitting in- 


cision was made, The handle of an old fashioned 
soup spoon was found protruding from the cecum, 
through the parietal peritoneum, into the internal 
oblique muscle. This foreign body lay buried in a 
large granulomatous mass and along side of the mass 


Jay an acutely ulcerated appendix. Appendectomy 
was periormed, the spoon handle was removed and 


the cecal opening closed. The patient made an un- 
eventiul convalescence and the mass completely dis- 


appeared. X-ray examination with barium, later, re- 


vealed no residual abnormality of the ileocecal region. 


Case 6 — M. K,, entered the hospital with progres- 
sive distress in the ileocecal region. One year pre- 
viously a gastroenterostomy had been performed for 
an obstructive duodenal ulcer. Examination revealed 
a tender palpable mass in the right lower quadrant. 


X-ray examination showed the presence of an open 
forcep at the junction of the ileum and cecum. At 


operation a badly disentegrated pair of Kocher for- 
ceps, lay partially within the lumen of the bowel, at 


the ileocecal junction, and partially buried in a large 


granulomatous mass which appeared to be mostly 


extra-mural. X-ray examination revealed no sign of 


abnormality at the site several months after removal 
of the forceps. 

b. Extra-mural non-perforating foreign body 
granulomas result occasionally from a sponge 


left in the abdomen at operation or from ap- 
pendiceal or omental ligatures. 


%, GRANULOMAS SECONDARY TO VASCULAR 


DISTURBANCES OF THE BOWEL 


Occasionally granulomatous lesions producing 
symptoms of stenosis have been known to result 


when viable bowel with a compromised blood 
supply has been replaced at operation for a 
strangulated hernia. The blood supply is just 
adequate to prevent necrosis but not sufficient for 
complete viability of the mucosa. Ulceration of 
the mucosa and low grade secondary infection, 
gradually produce a granulomatous lesion with a 
tendency toward stenosis. The lesion is usually 
surrounded by viscera) and omental granuloma- 
tous adhesions. The ulcerative phase usually is 


not noticed. The symptoms are most common- 
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ly those of a gradual tncreasing partial intestina( 


VysvTathon. “ms same picraTe is somebmes 


produced by abdominal contusions without actual 
perioration oi the bowel, by smal) mesenteric 
tears, or by partia) adhesive strangulation. The 
picture is like that occasionally produced when 
a primary infectious process has caused second- 


ary thrombotic and degenerative changes, 


3, LOCALIZED HYPERTROPHIC COLITIS 


At is known that nearly twenty-five per cent of 
the cases of diffuse ulcerative colitis are accom- 
panied by back-wash into the terminal ileum but 
it is very unusual for this extension to be accom- 
panied by hyperplasia or granulomatous reaction 
in the terminal ileam. Hyperplastic and gran- 
ulomatous lesions of the cecum and ascending 


colon may complicate ulcerative colitis. Am ex- 


act diagnosis is frequently made when a palpable 


mass in the right lower quadrant is accompanied 


by a typical history and characteristic procto- 


scopic and x-ray findings of diffuse ulcerative 


colitis: but when confronted with right sided 


colitis the diagnosis is more often obscure. Sten- 


osis and polypoid changes may be indications 
for resection of these lesions. 


4. GRANULOMAS PRODUCED BY SIMPLE PENETRAT- 


ING, ISOLATED OR SOLITARY ULCERS OF THE 
COLON OR TERMINAL ILEUM 


Instances of isolated or solitary ulcers of the 


terminal ileum and cecum have been reported 
and occasionally one of these ulcers slowly per- 


forates with the formation of a firm hyperplastic 
inflammatory mass, composed of bowel, omentum 
and enlarged mesenteric lymph nodes. The same 
difficulty in diagnosis exists as in other gran- 
ulomatous tumors. This lesion is frequently op- 
erated on for appendicitis, and often resected 
with a diagnosis of a penetrating or perforating 


malignancy. 


Examination of the specimen reveals one or 
more “punched-out” penetrating or perforating 
lesions which resembles peptic ulcers. The sur- 
rounding bowel does not appear to be grossly 
changed. Occasionally severe hemorrhages have 
been known to oceur. The etiology is unknown. 
They are usually not diagnosed and are of no 
surgical interest unless hemorrhage, stenosis, or 


a tumor occurs. 
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53. GRANULOMAS SECONDARY TO LESIONS OF THE 
BOWEL OR ITS APPENDAGES IN THE 


ILEGCECAL REGION 


a. Dyperplastic Appendicitis. The relation- 
ship of the appendix to the development of hy- 
yerplastic lesions in this area is well recognized. 
The best example of this type of granuloma is 
that presented by hyperplastic appendicitis. As 
a result of unresolved or chronic inflammation 


the appendix is found buried im a palpable mass 


of granulomatous, fibrotic tissue. The serosa, 


subserosa and adjacent tissues are maimly in- 


volved and the mucosa is usually intact. The 
serosa and subserosa of the cecum and terminal 
ileum is frequently involved by contiguity. As a 
rule the only change in the bowel lumen is distor- 
tion from extramural pressure or displacement. 
Resection has occasionally been done for this con- 
dition but is usually unnecessary after removal 
of the appendix, 

Case 7 — E. K., a white male forty-five years old, 
entered the hospital complaining of pain and swelling 


in the right lower quadrant of five days duration. 
Two weeks previously he had noticed generalized ab- 


dominal cramps but no other symptoms. Examina- 
tion revealed a large, slightly tender, firm tumor in 


the right lower quadrant, temperature 99 degrees, and 
a 15,000 leucocyte count. X-ray study revealed the 


ileocecal junction pushed to the left by an extra-mural 
tumor lateral and below the capit coli. The ileocecal 


region was fixed but there was no delay in the prog- 


ress of the barium. At operation a retrocecal retro- 
peritoneal appendix was found buried in a large 
granulomatous mass. The mucosa ak. the appendix 
was intact but there was a marked thickening and 


fibrosis of its wall. Three months after appendectomy 
the tumor mass had completely disappeared and x-ray 


exainination revealed that the ileocecal junction had 
returned to it’s normal position. 

b. Meckel’s Diverticulitis. A similar gran- 
ulomatous process occasionally occurs about a 
Meckel’s diverticulitis. The nature of the process 
is the same as that which may be produced by 
diverticulitis of the sigmoid. Cases have been 
reported in which a perforating ulcer occurred in 
a Meckel’s diverticulum, the mucosa of which 
had acid secreting ability. 

c. Typhilitis is a term now seldom used, 
Doubtless in the past, numerous cases of specific 
and non-specific granulomatous lesions were gen- 
erally classified as typhilitis. It is recognized 
however that such a lesion does occur. Both the 
cecum and the appendix, and occasionally the 
ileocecal junction are involved in marked sub- 
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-mucous thickening, edema and fibrosis which 
rarely involves the ascending colon, The ap- 
yendix Nes free and does not seem to be tnwalwed 


any more than the cecum, Little peritoneal w- 


c9eration ar bri Ia a x s Wak the Ueo- 


cecal glands and the retraperitanead tissues may 


we Involved. Occasionally an ulcer is fount im 
the appendix or cecum Out the reaction is out of 
proportion to the mucosa) lesion. ‘The origin of 


this process is unknown. Microscopic examina- 
tion reveals only non-specific inflammatory hy- 








perplasia. It is easy to understand why repeated 
or continuous attacks could produce a palpable 
ileocecal mass. The symptoms are usually those 
of recurrent subacute appendicitis and the pres- 
ence of a tender palpable mass simulates the 
complications of appendiceal disease. At opera- 
tion the differential diagnosis from tuberculosis 
may be impossible and the lesion is occasionally 
resected in this belief. Many of these cases te- 


cover without surgical procedure. 
6, REGIONAL ENTERITIS 


Of the non-specific granulomas of the ileocecal 


region, regional enteritis is probably the most 
commonly recognized although its etiology is 
unknown. It was the original concept of Crohn’ 
that this granulomatous process was localized to 
the ileocecal segment. This regional manifesta- 
tion remains the most frequent location of oc- 
currence, although it has been observed that any 


portion of the intestinal tract may be involved, 
with a tendency toward skip or extension areas. 

Pathologically this entity has a tendency to be 
a progressive granulomatous, inflammatory proc- 
ess involving all the coats of the intestine, begin- 
ning with small ulcerations of the mucosa at the 
mesenteric side of the bowel. Later, the in- 
flammatory reaction is replaced by fibrostenosis. 
Induration and hyperplastic glands occur in the 
mesentery and abscesses frequently result from a 


slowly perforating ulceration. ‘These abscesses 


have a tendency to cause external or internal 


fistulae. Histological examination reveals only 
various degrees of non-specifie acute, subacute, 
and chronic inflammation. Occasionally foreign 
body reaction or inclusion giant cells are found. 

It is recognized that there are four clinical 
phases of this disease denoting progression; 


namely, the acute, ulcerative, stenotic and fistul- 
ous phase. The different phases may not be in 


sequence or clearly defined. 
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The Acute Phase is characterized by symptoms 


simulating appendicitis. Diarrhea is not a reli- 
able diagnostic symptom, At operation the in- 
volved bowel is soggy, blotchy, and edematous. 
Many times the serosa is roughened and covered 
with a fibrinous exudate. The corresponding 
mesentery contains numerous enlarged glands. 
X-ray study reveals only hypermotility and 
spasm. 

The Ulcerative Phase presents symptoms sim- 
ilar to ulcerative colitis although as a rule the 
colon symptoms are not so prominent. Colic-like 
abdominal pains, diarrhea, anemia, fever, and 
loss of weight may be present. This phase is 
often so transient that it is not noticed and the 
disease not recognized until the chronic phases 
are evident. 


The Stenotic Phase is one of the most com- 
monly recognized phases and presents symptoms 
of a chronic or a partial small bowel obstruction. 
A mass is usually palpable in the right lower 
quadrant, composed of loops of granulomatous, 
soggy, distorted or stenosed bowel, hyperplastic 
mesentery, and mesenteric glands. Abscesses, 
and internal or external fistulae may be com- 
plicating factors. The presence of serosal tuber- 
cles serve to confuse the diagnosis in favor of 
tuberculosis. 

In the chronic phases, distortion, filling defect, 
altered mucosal pattern, string sign, tapered 
proximal ileum or stasis may be revealed Roent- 
genologically. Occasionally internal fistulae are 
visualized. The cecum may exhibit spasm but 
if involved in the granulomatous process or by 
adhesions and fistulae, it may present a constant 
deformity. 

The Fistulous Phase is a common complication 
of the stenotic phase. External irretractable 
fistulae may result from the drainage of a sup- 
posedly appendiceal or pelvic abscess and fre- 
quently they are present at the site of a previous 
operative scar. Internal fistulac ‘may connect the 
involved portion of bowel wit). other loops of 
ileum, the cecum, sigmoid, bladder or vagina. 


Crohn? has called attention to the incidence 
of perirectal abscesses or fistulae complicating 
regional enteritis. I have noted this manifesta- 
tion only once in the study of twenty-eight acute 
and chronic cases. 


Treatment. The treatment of the acute and 
subacute phases of regional enteritis is non- 
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specific although exploratory operation is often 
justified. The treatment of the chronic forms 
is a surgical problem. The ideal surgical pro- 
cedure, in selected cases, is a one-stage wide re- 
section of the involved ileum including the cecum 
and most of the ascending colon, with the estab- 
lishment of a transverse ileocolostomy. For the 
patient in poor condition or with complicating 
factors, a multiple stage operation is preferable. 
It is important to resect widely and not to over- 
look skip areas. At the first operation of a 
multiple stage procedure it is essential that the 
ileum is transected just distal to the ileocolos- 
tomy as a means of preventing extension in the 
interval between operations. Short circuiting 
operations often have been successful but the 
incidence of extension is against its general 
adoption. The results of resection are satisfac- 
tory and the mortality averages between ten and 
fifteen per cent. 


SUMMARY 


The clinical, laboratory, operative, and gross 
pathological data of ileocecal granulomatous le- 
sions often fail to differentiate them from one 
another or from appendicitis, and malignancy. 


Some of the salient features of the specific and 
non-specific granulomas are reviewed and illus- 
trated. : 
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TUMORS OCCURRING IN THE REGION 
OF THE PULMONARY APEX 
Further Observations with Report of Twelve 
Additional Cases* 


Justin J. Stern, M.D.+ 


HINES 


It is interesting to note that in 1838 Hare 
probably reported the first so-called superior 
pulmonary sulcus tumor (but not by any specific 
name). The first contribution to the literature 
on the subject of primary carcinoma of the lungs 
and bronchi was made by Boyle in 1810. 

The greatest impetus to the study of apical 
lung tumors followed a report of cases by Pan- 
coast in 1924 and 1932. He believed that a 
distinct new pathological entity had been created, 
and he termed the tumors situated in the pul- 
monary apex and thoracic inlet superior pul- 
monary sulcus tumors. This term was used by 
him “because this term implies its approximate 
location and a lack of origin from the lung, 
pleura, ribs or mediastinum.” He stated that 
primary lung cancer could practically be ruled 
out. He suggested an embryonal rest as an 
etiologic factor. 

Pancoast specified certain characteristic symp- 
toms and manifestations necessary for the diag- 
nosis of tumors in the pulmonary apex. These 
are as follows: pain around the shoulder and 
down the inner side of the forearm, Horner’s 
syndrome and evidence of wasting of the muscles 
of the hand with subsequent loss of strength. The 
roentgenographic appearance showed a small cir- 
cumscribed shadow in the apex of the lung due 
to lung displacement, destruction of the posterior 
portions of one or more ribs and also possible 
involvement of the posterior parts of the trans- 
verse processes or sides of the bodies of the 
vertebrae. Intrathoracic metastasis was not pres- 
ent. 

A summary of fifteen cases with additionai 
information reported previously by this author 
will be reviewed as well as reporting twelve new 
cases of so-called superior pulmonary sulcus 
tumors. 


*From the Veterans Administration Facility, Hines, Illinois. 
Published with the permission of the Medical Director who 
assumes no responsibility for the opinions expressed by the 
author, 

Read before the Section of Radiology, 101st Annual Meet- 
ing, Illinois State Medical Society, Chicago, Illinois, May 
20, 1941. 

t+Now on active duty U. S. Naval Hospital, San Diego, 
California. 
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NEW CASES 


Case 1. — History — A white male, aged 51, a steel 
inspector, was admitted to the hospital June 17, 1938 
with the history that his health had been good until 
March, 1937 at which time he fell and injured the 
right side of his back. Five weeks later a fracture of 
the right clavicle was diagnosed and treated. He had 
persistent pain in the right shoulder and chest since 
that time. The pain was very severe and radiated into 
the right arm. He had lost weight and strength. 

Physical examination — Revealed a white male who 
appeared chronically ill, fairly well developed, but 
poorly nourished. Horner’s syndrome was present on 
the affected side. A small lymph node was palpable 
in the right supraclavicular region. Dulness to per- 
cussion noted in the right apex, also limitation of 
breath sounds. There was weakness and atrophy of 
the muscles of the right upper extremity. 

Laboratory examination: — Urinalysis showed 
albumen 2 plus, occasional red blood cells, moderate 
number of white cells, and a few casts. Wassermann 
and Kahn negative. Hemoglobin content was 85 
per cent. The red blood cells numbered 5,110,000 and 
the white blood cells 7,200. No tubercle bacilli found 
in the sputum. 

Roentgen examination: — Revealed a homogeneous 
shadow of increased density occupying the right apex. 
The borders were well defined. Several metastatic 
spherules were seen in the left and right lungs. No 
evidence of metastasis noted on examination of the 
thoracic and lumbar vertebrae and pelvis. Old healed 
fracture seen in the right clavicle. Gastro-intestinal 
series revealed a duodenal ulcer. Intravenous pyelo- 
grams were negative. 

Clinical diagnosis: — Bronchiogenic carcinoma, 
right upper lobe (Pancoast) with metastases to right 
and left lungs. 

Clinical course: — Patient received palliative ir- 
radiation therapy without any effect. He gradually 
became worse and expired February 8, 1939. 

Autopsy: — This revealed an adenocarcinoma of 
the right apex with metastases to the right and left 
lungs, left adrenal and to the peribronchial and peri- 
tracheal lymph nodes. 

Case 2. — History: — A white male, aged 42, 
barber, was admitted to the hospital June 28, 1938 
stating that in April, 1938 he first noticed pain in the 
right chest. The pains were increasing in severity and 
radiated down the inner aspect of the right arm to 
the wrist. Marked weakness of the right upper ex- 
tremity with loss of weight also mentioned. No 
cough or hemoptysis. 

Physical examination: — Revealed a poorly nour- 
ished white male who appeared chronically ill. A 
definite Horner’s syndrome was present on the right 
side. The lymph nodes in the right axilla were en- 
larged and also dulness to percussion in the right 
apex was present. 

Laboratory examination: — Urinalysis was es- 
sentially negative. Wassermann and Kahn negative. 
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Hemoglobin content was 85 per cent. The red blood 
cells numbered 4,350,000, and the white blood cells 
21,100. Sputum examinations for tubercle bacilli 
were negative. 

Roentgen examination: — Revealed and opaque 
shadow in the right apical region and also destructive 
changes in the third and fourth right posterior ribs. 

Clinical diagnosis: — Carcinoma, bronchiogenic, 
right apex (Pancoast type). 

Clinical course: — The patient received palliative 
irradiation therapy with no improvement. He died 
August 6, 1938. 

Autopsy: — Revealed adenocarcinoma of the right 
apex of the lung with metastases to regional lymph 
nodes and erosion of the third and fourth posterior 
right ribs. 
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Physical examination: — Revealed a well developed 
but poorly nourished white male who appeared acutely 
ill. Horner’s syndrome not present on admission but 
developed before patient’s death. A large mass was 
palpable in the right posterior superior chest region. 
There was atrophy of the muscles of the right should- 
er and of the interosseous muscles of the right hand; 
marked weakness of the right upper extremity also 
noted. Dulness to percussion and diminished breath 
sounds present in the right apex. 

Laboratory examination: — Urinalysis was es- 
sentially negative. Wassermann and Kahn were nega- 
tive. Hemoglobin content was 85 per cent. Red 
blood cells numbered 4,000,000 and the white blood 
cells 14,400. Biopsy removed from the apical tumor 
revealed adenocarcinoma of the lung. 


SUMMARY OF EIGHT CASES OF APICAL CARCINOMA OF THE LUNG 
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Summary of cases previously reported‘ 


Case 3 — History: — A white male, aged 44, grain 
broker, was admitted to the hospital September 7, 
1938 complaining of pain in the right chest. He had 
had sharp pains in-the right chest at irregular intervals 
for the past eight to ten years. During the past five 
years he has coughed up blood streaked sputa on 
about ten occasions. He also had dyspnea for the 
past five years. He attributed the pain and dyspnea 
to pleurisy and asthma. In February, 1937 he went 
to a private hospital where a roentgenogram of the 
chest was reported as normal. In April, 1938 he had 
severe shoulder pain which radiated down the right 
arm, inner aspect, to the elbow and later to the fourth 
and fifth fingers. Loss of weight twenty-five pounds. 
Had marked weakness of the right upper extremity 
during past few months. His private physician con- 
sidered the onset of his present condition to be April, 
1938. Roentgen rays of the chest showed lesions in 
the right hilum and right apex. He received palliative 
irradiation prior to his admission. 


Roentgen examination: — Showed a shadow of in- 
creased density located near the right hilus, also 
shadow of increased density in the right apex. This 
shadow also extended into the right neck region. 
Destruction of the second and third right posterior 
ribs and the adjacent portions of the vertebrae was 
also noted. 


Clinical diagnosis: — Carcinoma, bronchiogenic, 
right apex with metastasis to the right lung. 


Clinical course: — Patient received palliative ir- 
radiation therapy with practically no improvement 
or relief of symptoms. He slowly became worse and 
died February 8, 1939, 


Autopsy: — Revealed an adenocarcinoma of the 
apex of the right lung and destruction of the second 
and third right posterior ribs and adjacent vertebrae. 
Metastases to the peribronchial and peritracheal lymph 
nodes and to both kidneys and the left lung were also 
noted. 





ry, 1942 


veloped 
acutely 
ion but 
ISS Was 
‘region. 
should- 
- hand; 
ty also 
breath 


aS es- 
» nega- 
Red 
blood 
tumor 


tion of 
toms, 
eased 
ients 


onths 
mnths 
mnths 


nths 
nths 


nths 


January, 1942 


Case 4 — History: — A white male, aged 62, mail 
clerk, readmitted to the hospital October 7, 1938. He 
stated that on October 2, 1937 he fell and fractured 
the neck of the left femur. Prior to that time he had 
been in good health. He was admitted to the hospital 
on October 4, 1937, and his left leg placed in a plaster 
cast after a Smith-Peterson nail had been inserted in 
the left femur. He was discharged on January 19, 
1938. At that time he had some pain in the left 
shoulder region which he attributed to the fact that 
he was lying on his back most of the time while in 
the cast. In November, 1937 he coughed up some 
bright red blood on several occasions. He had no 
fever and his appetite was good. He lost forty pounds 
in weight since October, 1937. In July or September, 
1938 he first noticed aptosis of the left upper eyelid; 
also the pain in the left shoulder became worse and 
radiated down the left arm into the ring and index 
fingers of the left hand. He was readmitted because 
of the pain in the left shoulder and arm and weakness 
of the left upper extremity. 
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Clinical course: — Patient received palliative ir- 
radiation therapy with no relief of pain. He slowly 
became worse. He left the hospital November 8, 1938 
at his own request. He died outside the hospital 
September 30, 1939. No autopsy performed. 

Case 5 — History — A white male, aged 50, insur- 
ance agent, admitted to the hospital October 31, 1938. 
He had been in good health until May, 1938 at which 
time he developed a pain in his right chest and per- 
sistent cough. He expectorated mucus only. Had 
had night sweats for the past month. No weight loss 
but there was dyspnea and weakness on slight exer- 
tion. One month before admission he noticed a swell- 
ing in the right neck just above the clavicle and a 
ptosis of the right upper lid. 

Physical examination — Revealed a fairly well 
developed and nourished white male appearing chron- 
ically ill. Enlarged cervical lymph nodes present in 
right neck and axillary region. Typical Horner's 
syndrome was present. Marked weakness of the right 
upper extremity and dulness to percussion in the 
right apical region was noted. 


SUMMARY OF SEVEN CASES OF APICAL CARCINOMA OF THE LUNG 
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Summary of cases previously reported with additional observations® 


Physical examination: — Revealed a white male, 
fairly well developed and nourished, ambulant, and 
chronically ill, Definite Horner’s syndrome, namely, 
absence of sweating of the left side of the face: ptosis 
of the left upper eyelid; enophthalmos; and miosis 
of the left pupil. Weakness and atrophy of the mus- 
cles of the left upper extremity noted. Slight dulness 
to percussion in left apical region. No lymph node 
enlargement. 

Laboratory examination: — Urinalysis was essen- 
tially negative. Wassermann and Kahn negative. 
Hemoglobin content of blood 80 per cent. Red blood 
cells numbered 4,100,000, and the white blood cells 
8,200. 

Roentgen examination: — Revealed a heavy shadow 
of increased density in the left apical region. Old 
healed fracture of the left femur. 

Clinical diagnosis: — Carcinoma, bronchiogenic, 
left upper lobe (Pancoast). 


Laboratory examination: — Urinalysis essentially 
negative except for trace of albumin and a few white 
cells. Hemoglobin content of blood 80 per cent. Red 
blood cells numbered 4,200,000, and the white blood 
cells 11,000. Wassermann and Kahn negative. 

Roentgen examination — Revealed a homogeneous 
shadow of increased density in the right apical region. 
Borders of the lesion smooth and rounded. 


Clinical diagnosis — Carcinoma, bronchiogenic, 
right pulmonary apex (Pancoast) with metastasis to 
right cervical and axillary nodes. 


Clinical course — Biopsy specimen from the right 
axilla revealed an adenocarcinoma, papillary, meta- 
static to lymph node. Bronchoscopic examination did 
not reveal any masses or growths in the accessible 
bronchi. Bloody fluid was aspirated on one occasion 
from the right pleural cavity. No tumor cells found 
in the fluid. The patient became progressively worse 
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and died C-ecember 7, 1939, He received symptomatic 
care only. 

Autopsy — This revealed adenocarcinoma of the 
terminal bronchioles of the right pulmonary apex with 
metastases to pleura, cervical, axillary, mediastinal 
and abdominal lymph nodes, 

Case 6 — History — A white male, aged 49, gar- 
dener, admitted to the hospital November 3, 1938 as a 
transfer from another hospital for treatment of 
tumor, left upper chest. He had first noticed pain 
in the left shoulder region May, 1938. He first con- 
sulted a physician in June, 1938 and no definite diag- 
nosis was made. In September, 1938 the pain began 
to radiate down the left arm into the ring and little 
fingers of the left hand. The pain was aching in 
character. Loss of weight thirty pounds since May, 
1938. In October, 1938 he first noticed weaknes of 
the left upper extremity, and in September, 1938 
ptosis of the left upper eyelid. He had no cough or 


hemoptysis. 


Ligure 1, Shows tyycal appearance of a stall 
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size may be easy over ooked, 
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second and third left ribs and the adjacent portions 
of the vertebrae. 

Clinical diagnosis — Carcinoma, bronchiogenic, left 
pulmonary apex (Pancoast type). 

Clinical course — A biopsy of a lymph node in 
the left supraclavicular region done elsewhere re- 
vealed a diagnosis of metastatic analplastic carcinoma. 
Because of severe pain, the left lower cervical and 
upper dorsal sympathetics were injected with alcohol 
with some relief of pain. He received irradiation 
therapy with no appreciable relief of pain. He was 
discharged at his own request January 17, 1939 as a 
terminal case. Follow-up letter revealed that he died 
February 22, 1939. No autopsy was performed. 

Case 7 — History — A colored male, aged 51, 
laborer, admitted to the hospital February 11, 1939 
stating that he had noticed two small swellings in the 
right cervical region during January, 1937. About 
July, 1938 the swellings increased in size and became 


painful. He was diagnosed in a private hospital as 


Figure 2 Shows typical appearance of am apical 


tumor in the right apex. 
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Laboratory examination — Urinalysis was essential- 
ly negative. Wassermann and Kahn were negative. 
The hemoglobin content was 80 per cent. Red blood 
cells numbered 4,200,000, and the white bloods cells 
10,000. Blood chemistry showed the non-protein nitro- 
gen to be 34.2 and the sugar (fasting) 83.3 mgm. per 
100 c.c. of blood. No tubercle bacilli were present 
in the sputum. 

Roentgen examination — Revealed a homogeneous 
shadow of increased density in the right apical re- 
gion. The right dome of the diaphragm was ab- 
normally elevated. Evidence of metastatic malignancy 
was noted in the right lower lung fields. The distal 
end of the right clavicle was partially destroyed. No 
evidence of metastatic malignancy in the cervical or 
dorsal vertebrae. The gastro-intestinal series was 
normal. 

Clinical diagnosis — Carcinoma, right pulmonary 
apex with extension into neck and erosion of clavicle. 

Clinical course — Biopsies were removed from the 
mass in the right supraclavicular region, and a diag- 
nosis of anaplastic carcinoma made. He received ir- 
radiation therapy without any effect on the tumor 
mass or in the clinical course. He died July 21, 1939. 
No autopsy permission obtained. 

Case 8 — History — A white male, aged 43, cook, 
admitted to the hospital February 15, 1939 with the 


history that he was in excellent health until December, 
1938 at which time he developed a sharp pain in his 


left supraclavicular region. Just prior to the onset 
of the pain he had a cold. He had a non-productive 
cough for about two years. Has been unable to work 
since February, 1939. About the first of February, 
1939 he developed a productive cough, heavy cough, 
but no hemoptysis. Loss of weight thirty pounds in 
two months. 

Physical examination — Revealed a fairly well 
developed but poorly nourished white male appearing 
acutely ill, Horner’s syndrome was present on the 
left side. Chest examination was indicative of Auid in 
the left pleura) cavity. No lymphadenopathy present, 
Weakness of the left upper extremity was noted. 

Liburilory tromination — Urinalysis showed faim 
trace of albumin, occasional epithelial cells, and a 
moderate number of white cells, Wassermann and 
Kahn were negative. The hemoglobin content was 
& per cent, The red dlood ces numbered 4,500,000, 
and the white blood cells 6400. 

Koulyta chammliin — Revealed eft pleura) ef- 


fusion. Following the removal of the chest Auid, a 


large homogeneous shadow of increased density was 
noted in the left apical region. Gastro-intestinal 
SEIS Was norma) 
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bronchoscopic examination. He received palliative 
irradiation therapy without improvement. He died 
March 12, 1939. Autopsy permission not obtained. 

Case 9 — History — A white male, aged 48, laborer, 
was readmitted to the hospital April 11, 1939 for 
treatment of chest condition, type undetermined. He 
stated that for approximaiely two months prior to 
admission he had had pains in the right chest and a 
severe cough but no hemoptysis. He also tired easily, 
was dyspneic on exertion and had lost weight recently. 

Physical examination — Revealed a poorly nour- 
ished and only fairly well developed white male ap- 
pearing chronically ill. Horner’s syndrome was pres- 
ent on the right side. There was restriction of move- 
ments of the right upper extremity and flattening of 
the right upper chest. Dulness to percussion was 
noted in the right apical region. A mass 2 cms. in 
diameter was palpable in the right supraclavicular re- 
gion. The mass was firm. Other small nodules were 
present in the right neck, Cardiac examination was 
negative. 

Laboratory examination — Urinalysis was essential- 
ly negative. Wassermann and Kahn was negative. 
The hemoglobin content was 80 per cent. The red 
blood cells numbered 4,469,000, and the white blood 
cells 10,000. Eight sputum specimens revealed no 
tubercle bacilli. 

Roentgen examination — Revealed a homogeneous 
shadow of increased density in the right pulmonary 


apex. Almost complete destruction of the ninth dor- 
sa) vertebra was present, the result of metastasis. 


Clinical diagnosts — Carcinoma, bronchiogenic, 
right pulmonary apex (Pancoast type) with metastasis 
to the ninth dorsal vertebra. 

Clinical course — Patient developed a paraplegia 
while in the hospital, the result of metastasis to the 
ninth dorsa) vertebra. He received irradiation ther- 
apy with no clinical improvement. He suddenly began 
coughing blood and died shortly thereafter on June 
14, 1939. Autopsy permission not obtained. 

Case 10 — History — A white male, aged 63, 
faborer, admitted to the hospital August 21, 1939 
Wit the complaint of pains in the right chest whith 
Gegan in March, 1939. (nun Anvil, 1939 he stated that 
he was treated in a private sanitarium for tuberculosis 
but that he did not have it. 
Productive cough, Because of cerebra) arteriosclero- 
Sis, a reliable History could not be obtained. 
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Laboratory examination — Drinalys)s was essen)a)- 


ly negative. The Wassermann and Kahn were nega- 
tive. Yhe hemogiobin content of the bdilood was 85 


per cent. The red blood cells numbered 4,500,000, 
and the whnite b)000 ces 13,3500, 


Roentgen examination == Revealed a homogenconus 
shadow of increased density in the left Jung near the 
apex. Thinning and erosion of the left posterior 


first rib was seen 


Clinical diagnosis — Carcinoma, bronchiogenic, leit 


pulmonary agex (Pancoast type). 
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Case 12 — History — A white male, aged $2, truck 
drives, readmitted to the hospital June 19 19”) with 
the history that in March 1040 he beean to have 
severe pain in the Delt shoulder region which radiated 
down the inner aspect of the left arm to the elbow. 
He had Jost weight and strength since the onset and 
was dysonetc on exertion. No nicht sweats or hemo- 


piysis, Had a sight non-productive cough, 


Physical examination — Revealed the pahent to be 
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SUMMARY OF TWELVE CASES OF APICAL CARCINOMA OF THE LUNG 








Wasting 


or Weak- 
Ress DS 


Chief = rusele Ribar 


Com- ot Wand Bone wa 
[lilt $b dtia changes dame Levdlved 
BWieht 
Right 
Bieht 
Lelt 
Richt 
Left 


Waor- 
ner’ 


= Tanne 


List Aft 
sA 
42 
44 
62 


50 
49 


Nes 
Yes 
Yes 


Yes 


Ves 
Yes 


Nes 
Yes 

Yes 
Yes 


Ves 
Yes 


Neo 
Yes 
Yes 
No 
No 
Yes 


Pain 
Pain 

Pain 
Pain 

Pain 


Pain 


Pain and 


enlarged nodes 


Yes 


Yes 
Yes 


Yes 


7 in neck Yes 


No 
Yes 


Yes 


8 Pain 
> Pain 


10 


Pain 
a M Pain Yes Yes 


12 $2 M Pain Yes Yes 


Duration oF 
Symptoms, 


Occeascd 


Patients 

J momlas 
AA months 
1) months 
20 months 


10 months 


Kesult Lioosy Autopsy 


Nes 


lreatiatat 
Radiation 
Radiation 
Radiation 


Radiation 


Radiation 


Radiation and 


Mica 
Ditd 
MDied 
Died 
Died 
Died 


Wo 


alcoho) injection 
WA Bymparthencs 


12 months 
4 months 
J months 

11 months 


29 months 


7 months 


Radiation 


Radiation 


Radiation 


Symptomatic 
Radiation 


Radiation 





Summary of cases reported in this paper 





nary, 2% 


ESSEN)A)- 


re nega. 
2 was 85 


4,500,000, 


OVENS ous 


Near the 


posterior 
emic, leit 


'€ course 


mptoms. 
y B WWD 
eatinent. 
SS) xmih- 


{ report 
Yak The 


2 of the 


YL Sapra- 


fo the 


32. txack 
4) with 


LS have 
Sadiated 
: elbow. 


nset and 


F hemo- 


nt to be 
atrophy 


LOMeY S 


in the 


uration oF 
nptoms, 


Tease. 


tents 
months 
Motes 
months 
months 
months 


months 


months 
anonths 
NONthS 
ronths 


ponths 


ronths 


Jammary, Ss YQOSSSMA 


Laboratory examination — Urinalysis was essential- 


ty negative. The hemoglobin content was 8) per cent. 
Yhe red Dood ces numbered 4,530 009 andi he white 


blood cells 5,200. Wassermann and Kahn were nega- 
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electro-cardiogram was interpreted as suggesting myo- 


cardial Gamage and sinus tachycardia. 


Roontoen examimation — Showed a thickening of 


Yhe pleura of Lhe cit apex but no dcfnite tomor 


shadow, also partial destruction of (fe first, second 


and Unita eit posterior ribs. 


Chincal diagnosis — Caremnoma, bronchrogentc, (eft 


plmMonary Bpex with destruction of the frst, second 


and third fett postertor rids, also coronary after: 


AgsSisrOSs amd myocardial damage. 


Chmcal course — Aspiration bragsy was attecaged, 


WSK HO Lommor issue could be obteimed. He veceiwed 


galled ktradidhion thetepy bo the lelt upper chest 


XeMon SA oO apyrecsieble xvelice{. The patient Hed 


Segtember 28 [340 


Amtopsy — Revesle< am adenocarcinoma of the Left 


agger tobe with exteasiaa lo the yleue ad upper 


\eit posterior ils amd to the soft tissues of the Left 


chest wall 


COMMENT 


D>?) anaryss Di Me wgnvy tases previoMDy Te- 
vorted. by this author in 193” is as follows: All 
mele White men With an average age of 43,8 years 
ak Lhe time of admission. Whe sight \keag, was 
involved in six cases and the {eft in two. The 
MNagnoses mate prior Yo almission Yo The hosprial 
were tubereulosis in three, tumor in two, psycho- 
Deurosis [hysieria type) in one and peuritis in 


two. The fret symptom in every case was pain 


ia the shoulder aud acm on the aected sie, 


MWGraerS SHOAUKOMS WS IPYSsSSKE LA seven cases 


and costal or vertebral changes were nofed 11 


y. SYSES 


carcmoma, All igh) palients are now Acceased, 


one vatient living far thirty-two months after the 
onset of symptoms, The shortest duration ot 


fe after omset was six months. The average 


duration of cite trom the atset of syeeegtaes bo 


Aealrh was 16% months. Postmortem examina- 
tions were made in three of the eight cases. 

Of the seven adiitiona) cases reported in 
AY3BSB all are now deceased and a complete sam- 
mary 1s as foffows: Alt the patients were ment; 
Six were white andi one a Negro. A primary 
carcinoma of the terminal bronchioles of the 
Jung was considered the origin in six cases, A 


wrimary osteogenic sarcoma of the left femur 


CEE COCSLGG C0 Che CULUE PRAULEEY BEL Webs 


Nas. STOMP Lactor km ons case. Whe vighkt Long, 
was involved in four cases and the feft fung in 
tree. Yam M Me snonder TeZ2DD ipNowen vy 


pain radiating down the arm of the affected side 


wes the hist syunpiol In al cases, Borers 


SYSEccromie Wes Hresemt Mo Ske cases. Costel 


Changes were present x roar cases. MCKIE? 


Sproimens WTIT OVYVAIMTA TM SYA Coasvs Wa pos. 


mortem examinations made in three cases. Three 
of De Pahients received radiation therapy alone 


with practically no relief from pain or diminu- 


ton in the size af the tumar. Surgical explora 


AON Was one M one case However, WW was fount 


to be impossible to remove the fumor mass. FPost- 
operative TaQiation was Biven with no reel oF 


yain. The average length of life after onset of 


SHOE 1 the SEVER Ca5ES WHO 8b DOW Oe 


ceased was LOA montas. Whe primary diagnoses 


made prior to admission to the taspital were 


ADDITIDNAL DBESERVATIDNS DF THE 27? VASES DF APITAL TARTYINOMA OF THE DONG 





Average Race 


No. of cases age White Colored Right 
27 496.3 25 2 ” 


Lung involved 


Average duranon 


of symptoms 
WY Montms 


Histologic data 


Left Biopsy or autopsy 
2D 2 





Weyy Cass. HxA pallens were Lreaiedi with ratio: 
fon with no appreciable effect: one patient re- 
teved Doth radiation and chordotomy with very 
little improvement in symptoms. An attempt 
was nade to remove the tumor mass in one case. 
However, because of the involvement of the 


mediastinum and brachial plexus, this could nat 


be accompNshet. Specimens were obtamed for 


biopsy in five of the cases, four of which were 
sguamous cel) carcinoma and one was adeno- 


MSS TM AW cases, Lolberenlosis im one, tomor 


in two not stated in one, and the patient who fad 
osteogenic sarcoma oi The leiv iemur developed 
the apical) metastatic lesion while under observa- 
hon, 

Am analysis of the twelwe cases reyorted in 


this sertes is as follaws: Eleven were white men 


ana one a Negro male. ‘The average age on ad- 


mission was 56.7 years. (he right fung was In- 
volved 1m seven cases and the leit in five. Yhe 





BR VWALANOIWS MEDICAL JOURNAL 


first symptom in every case but one was pain in 


the shoulder of the affected side, Horner’s syn- 


drome was present in eight cases and costal or 


vertebral changes in seven cases in the apical 
region. ‘Yen patients received radiation therapy 


with no appreciable relief. One patient received 
both radiation therapy and alcoholic injection 


of the involved sympathetic nerves with some 
relief of symptoms. One patient received symp- 
tomatic therapy only. All of the patients are 
now deceased and postmortem examinations were 


made im seven cases. Biopsies were taken in two 


of the cases in which postmortem consent not 


obtained. Histological studies indicated the lung 


to be the primary site of origin of the tumors. 
‘Yhe average length of life from onset of symp- 


toms to death in the twelve deceased cases was 
12.3 months, 

Although Pancoast described what he believed 
to be a new pathological and clinical entity 


recent evidence has shown that any tumor in the 


pulmonary apex may produce the syndrome he 
describes solely because of its location. The evi- 


dence upon which’ Pancoast based his conclu- 
sions was inadequate and especially so since 


neither gross or autopsy evidence was available. 


Also no branchia) origin has been demonstrated 
and not anatomic structure designated as the 


superior pulmonary sulcus exists. Not only wide- 


spread metastases can occur but also intrathor- 
acic metastases. 


Pancoast stated that the presence of a Horner’s 
syndrome was essential for the diagnosis of a 
superior pulmonary sulcus tumor however, the 
time of the appearance of the Horner’s syndrome 
is variable and depends upon how early the 
inferior cervical sympathetic nerves are involved. 
For that reason the diagnosis can be made with- 
out its presence if the other factors are present. 
Similarly the costal or vertebral changes are not 
essential for the diagnosis since they may occur 
toward the end of the disease rather than when 
the patient is first seen. Large tumors of the 
upper lobe of the lung producing Horner’s 
syndrome do not fall into the category of Pan- 
coast tumors. 


Less than one hundred cases have been re- 
ported in the literature and the great majority 
of these have been in the American literature 
during the past five years. This series of twenty- 
seven cases is by far the largest yet to be reported. 
More than ninety-five per cent of the cases re- 
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ported have been in males. 

Metastatic lesions from the breast, kidney or 
adrenal, and from the stomach to the pulmonary 
apex have been reported as causing the Pancoast 
type of tumor. Sarcoma of the thymus, sarcomg 
originating near the pulmonary apex, intra- 
thoracic sympathoblastoma, and others have been 
mentioned as the etiologic tumors. By far the 


great majority of the cases reported have been 


atypical carcinomas of the lung. Since 1936 


twenty-seven so-called superior pulmonary sulcus 
tumors have been diagnosed at the Hines Hos- 


pital all but one of which were diagnosed as 
carcinomas of the lung. These cases were selected 
from more than two hundred and seventy-seven 
primary carcinomas of the lung admitted to the 
hospital since 1931. It is noteworthy that diag- 


noses of the Pancoast type of tumor were not 
made at this hospital before 1936. Special studies 


stimulated by Pancoast’s reports have accounted 
for the more prompt recognition of this type of 


tumor. 
The results of treatment have been very dis- 
appointing. The tumors are very radioresistant 


and are not complicated bv secondary infections 


and abscesses, as compared with carcinoma of the 


lung in general, where definite palliative results 
may be obtained following radiation, which tends 


to clear up the secondary infection about the 
tumor. Because of the location of the tumor and 


the mode of extension it is impossible to remove 


them surgically. There have been reports in the 


literature of good results following chordotomy 
for the relief of the pain. 

The prognosis is very poor. The average dur- 
ation of life of the fifteen deceased cases prev- 


iously reported from the onset of the symptoms 
to death was 13.1 months; of the twelve deceased 


cases reported in this series 12.3 months. 
SUMMARY 


A thorough roentgenologic investigation 
should be made of the apical region in patients 
having persistent pain in the shoulder girdle 
region and other symptoms produced by involve- 
ment of the inferior cervical sympathetic ganglia 
and the brachial plexus. 

Because of the symptoms patients having the 
apical type of lung tumor are generally given a 
diagnosis of tuberculosis, neuritis, arthritis, or 
psychoneurosis, before a tumor is suspected, 
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The prognosis is very poor and response to 


radiation therapy is very disappointing. 


Further evidence is presented to show that the 


majority of malignant tumors in the region of 


the thoracic inlet or pulmonary apex are carcino- 


mas of the terminal bronchioles of the lung 
rather than a new specific type of pathological 


entity. 
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DISCUSSION 


Dr. T. J. Wachowski, Chicago: Dr. Stein’s pres- 
entation of this, the largest recorded series of the so 


called “Pancoast tumor,” justly deserves our com- 
mendation. It definitely refutes the impression orig- 
inally gathered that this tumor is not only a clinical 
but a histological entity. I was rather surprised to 
note that so many of Dr. Stein’s cases were definitely 
diagnosed as bronchogenic carcinoma, Other reports 
in the literature show a much higher percentage of 
metastatic tumors and of epithelial lesions whose 
origin cannot be definitely ascertained. 

It is noteworthy that Dr, Stein collected twenty- 
seven cases of this type since 1931. This would sug- 
gest that the lesion is not infrequent. As was ap- 
parent from some of the cases shown here and has 
been mentioned in the literature, the Roentgen findings 
in this condition may be minimal even though the 
clinical symptoms are pronounced. This situation will 
undoubtedly lead some of us to suggest the possibility 
of a pulmonary apical tumor on the strength of min- 
imal Roentgenological evidence. It might be well, 
therefore, to review briefly some of the conditions 
that might produce dense shadow over the pulmonary 
apeces and which might be confused with this anatom- 
icol-clinical entity. 

The shadow of the innominate artery, particularly 
when dilated, often casts a shadow over the medial 
portion of the right upper lung. The thyroid gland 
frequently extends over the pulmonary apex and may 
even extend infraclavicularly to further confuse the 
picture. Tuberculous changes in the apeces, especially 
when unilateral and fibrotic, may be hard to differ- 
entiate from tumor. Occasionally a tumor forms in 
a tuberculous area and then the differential diag- 
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nosis is indeed difficult. Neurofibromas usually do 
not give rise to bone invasion or soft tissue infiltra- 
tion but Ray reports a case in which a neurogenic 
fibrosarcoma produced a typical syndrome. Other 


benign tumors may also occur in the pulmonary apex. 
Very occasionally an apica) fiuid accumulation, espec- 


ially if limited to the medial portion of the chest 
cavity, may be confused with a solid tumor. 

I should again like to express my appreciation of 
Dr. Stein’s paper from which, I am sure, we all 


profited greatly, 





THE 5-DAY TREATMENT OF SYPHILIS 
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The most significant new development in the 
treatment of syphilis has been the introduction 
of the so-called 5-day massive dose therapy for 
early cases. The method was first used in 1933 
at the Mt. Sinai Hospital of New York and be- 
cause of the encouraging results obtained there 
it was started as an experimental study at the 
Cook County Hospital in August, 1940. Ob- 
viously, there has not been sufficient time to per- 
mit a conclusive evaluation of the method, but 
because of its great importance from a public 
health standpoint, and because of the widespread 
interest which it has aroused, it was deemed 
advisable to make a preliminary report of the 
results obtained to date at the Cook County Hos- 
pital with this treatment method. 

In 1931, Hyman’ and his coworkers dem- 
onstrated on laboratory animals that rapid intra- 
venous injections of chemicals produced the 
syndrome of ‘speed shock’ which is similar in its 
effects to the nitritoid or anaphylactic reactions 
occasionally encountered when arsenicals are in- 
jected intravenously. It was postulated from this’ 
that the reaction was one of technique rather 
than one due to something inherent in the drug; 
and it was then demonstrated that by decreasing 
the rate of intravenous flow to a drip method, 
not only was ‘speed shock’ avoided, but larger 
doses of drugs could be given with safety, 
amounts far in excess of the usual concep- 
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tion of safe dosage. Chargin?, Hyman and 
Leifer then applied these principles to the treat- 
ment of early syphilis in twenty-five men. Us- 
ing neoarsphenamine administered by the in- 
travenous drip method over a period of five days, 
they encountered no untoward effects aside 
from a high incidence of polyneuritis and other 
minor reactions. After five years, thirteen of 
the original twenty-five men were found on 
repeated examinations to have no evidence what- 
ever of syphilis, and in two cases the results were 
considered doubtful rather than failures. Even 
among the ten patients whom it was not possible 
to follow regularly for five years, some had been 
observed for a sufficiently long period to warrant 
the assumption that they, too, were well on the 
way to recovery. 

The significance of the results was immed- 
iately appreciated by public health authorities 
who arranged for a continuation of the study 
under the supervision of an independent ad- 
visory committee. A second group of eighty-six 
men with early syphilis was then treated with 
neoarsphenamine, the treatment being carried 
out at the Mt. Sinai Hospital, and the follow-up 
studies made by other observers at the various 
medical schools. Again the clinical response was 
highly satisfactory. But there was a_ high 
incidence of gastro-intestinal and febrile reac- 
tions, peripheral neuritis occurred in almost half 
the patients, and in this series there was one fatal 
case of hemorrhagic encephalitis. 

Mapharsen was then substituted for neoars- 
phenamine with the hope of reducing the high 
number of reactions.* In the first group treated 
with mapharsen the incidence and severity of 
the reactions were reduced, but there was again 
one case of hemorrhagic encephalitis which, 
fortunately, was not fatal. One patient suffered 
a single convulsion, and another a period of dis- 
orientation, and there was also one case of ex- 
foliative dermatitis in a man who had received 
sulfanilamide for gonorrhea. It is important 
to note that in the whole group of more than 
four hundred cases in which both neoarsphena- 
mine and mapharsen were used, there were no 
instances of nitritoid reactions, no cases with 
hepatic or renal damage and no instances of 
blood dyscrasia. 

In these respects the new method seemed su- 
perior to standard treatment procedures; and 
even with respect to cerebral complications there 
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was reason to believe that the intensive method 
of treatment carried little more risk. The com- 
mittee, satisfied with these results, thereupon 
recommended that the treatment be carried out 
as an experimental study in other suitable med- 
ical centers. 

In August, 1940, this study was started at the 
Cook County Hospital, and to date one hundred 
seventy patients have been treated. Only those 
patients are treated who have early syphilis, with 
primary or secondary manifestations, diagnosed 
by demonstration of the spirocheta pallida or by 
positive blood serologic tests. The patients are 
told that the treatment is still in the investiga- 
tive stage. Preliminary to treatment each pa- 
tient is given a thorough physical examination, 
including roentgenogram of the chest, complete 
blood count, blood chemical examination, urin- 
alysis, including urobilogen, icteric index deter- 
mination, and blood serologic determination. 
After treatment, on the 6th day, the icteric in- 
dex is again determined and the spinal fluid 
examined. No one is discharged sooner than two 
full days after treatment has been completed, 
and he is told to report to the out-patient de- 
partment for examination each week for four 
weeks and thereafter monthly. At these times 
examinations are made for clinical and serologic 
relapses and for late toxic manifestations. It is 
proposed to examine the spinal fluid again after 
a year has elapsed since treatment. 

The treatment requires no specific prepara- 
tion of the patient. The diet is the ordinary 
ward diet. 

Thus far, mapharsen has been used in the 
amount of 0.24 grams dissolved in 2000 c.c. of 
five per cent glucose solution in triple distilled 
water for the day’s supply. In five days the pa- 
tient receives 1.2 grams of mapharsen. The dos- 
age is the same regardless of weight, age or sex 
of the patient. The day’s supply of the solution 
is made up in the morning, and with a short 
twenty gauge needle, the solution is introduced 
into a vein and permitted to flow at the rate of 
about forty to fifty drops per minute. A vein 
of the dorsum of the hand is selected, the needle 
transfixed with adhesive tape and the hand im- 
mobilized by strapping with tongue blades an- 
teriorly and posteriorly to permit free motion at 
the elbow. A different vein is selected each day, 
but when necessary the same vein has been used 
two and three times. At the end of the day’s 
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treatment (seven to eight hours), the patients 
are permitted to be out of bed. 

Of the one hundred seventy patients, 103 were 
men and 67 were women. The group included 
2” white men, 18 white women, 77 colored men 
and 48 colored women. 52 of the number had 
primary syphilis; 118 had secondary manifesta- 
tions. Only 6 of the women patients had chan- 
cres. The youngest patient was a girl of 15 yrs., 
the oldest a man of 53. 

REACTIONS FROM INTENSIVE TREATMENT 


The reactions observed in our series were sim- 
ilar to those observed by the New York inves- 
tigators. Fever, nausea, emesis and pain in the 
arm occurred in almost all of the patients. 

The fever was of two kinds. Primary fever, 
which occurred in one hundred eleven patients, 
consisted of a sharp rise in temperature, usually 
at about the fifth hour of the first day of treat- 
ment, which dropped by evening and usually was 
normal again the next morning. This reac- 
tion was interpreted as a mild Herxheimer 
febrile reaction and, unless a patient’s tempera- 
ture exceeded 101.4 degrees, treatment was not 
interrupted. In a few cases there was also low 
grade fever on the second and third days of 
treatment, and in only six instances has it been 
necessary to discontinue treatment temporarily 
because of high fever. In such cases the lost 
mapharsen was made up over the course of the 
remaining days. 

Secondary fever has occurred in sixty patients. 
It appeared usually on the evening of the last day 
of treatment, persisted for a day or two, and then 
spontaneously receded. In six of the patients, 
on the seventh day, there was a sudden rise in 
temperature, reaching to 105 degrees in one 
case. In two instances the fever occurred the 
day following spinal puncture, but in neither 
case was there reason to suspect a causal connec- 
tion between the two. The temperature returned 
to normal spontaneously in two or three days and 
there were no sequellae. 

The most annoying complication encountered 
was pain in the arm extending along the course 
of the vein. In most of the 140 patients who 
complained of it, the pain was mild, but in some 
it was rather severe. Attempts to alleviate it 
with hot dressings or with cold dressings and, 
in a few cases, with acetylsalicylic acid, were 
without success. In general, there has been less 
pain when the intravenous flow has been more 
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rapid, but it is still a bothersome complication, 
lasting in most cases for but a day or two, and 
in a few cases throughout the five days. 

Nausea and vomiting occurred in almost all of 
the patients on the first day and were frequently 
associated with slight headache and dizziness. 
In a few of the patients nausea was present 
throughout the course of treatment. 

Cerebral complications occurred in two of our 
patients. One man, a Negro aged twenty-nine 
with secondary syphilis, appeared stuporous 
and disoriented on the evening of the third 
day of treatment. He later had a convulsion so 
severe as to cause him to fall out of bed. There 
was no history of epilepsy. On the next day he 
seemed entirely well and was discharged from 
the hospital after a few days without receiving 
the balance of the anti-syphilitic treatment. 
Three months later the Kahn test of his blood 
gave a negative reaction, and it is still negative 
eight months after treatment. 

Another Negro man aged twenty-one years, 
with primary syphilis, on the sixth day, one 
day after completing his treatment, had a con- 
vulsion. This convulsion recurred once on each 
of the succeeding three days, and on the fourth 
day he became lethargic, and all deep-reflex 
signs were found to be positive. Treatment was 
instituted with large doses of sedatives, glucose 
solution intravenously, and several attempts at 
spinal puncture. After five days, during which 
he was practically comatose, complete paresis of 
the left side of the body set in. During the first 
week there was no change, but in the second 
week there were signs of improvement; and in 
the following week, although he dragged one leg, 
he was able to walk with the use of a cane, and 
by the end of a month there were no longer any 
signs of his accident. When he was discharged 
from the hospital two months after treatment, 
his physical condition was excellent. In his 
case, too, the blood test, which, before the in- 
stitution of treatment, gave a three plus Kahn 
standard reaction, became negative in six weeks 
and was still negative six months later. 

We learned later that, although he had never 
registered a complaint, he had experienced per- 
sistent frontal headache and nausea throughout 
the five days of treatment and had eaten but lit- 
tle of his food. On the fifth day he seemed some- 
what drowsy and, for the first time, com- 
plained of headache. We now watch carefully 
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for symptoms of drowsiness, severe headache, 
persistent nausea and vomiting, dizziness, 
changes in personality and confused states, for 
apparently one or a combination of these con- 
stitutes premonitory signs of encephalopathy. 
There is no way by which to foretell the develop- 
ment of arsenical encephalitis; but, should such 
warning symptoms be noted in time and treat- 
ment instituted promptly, the outcome need 
not be fatal. The treatment recommended 
for such a complication is repeated lumbar punc- 
tures, sedation with paraldehyde, and cerebral 
dehydration with intravenous injections of twen- 
ty-five per cent glucose solution. 


Both of the patients with cerebral complica- 
tions were among the first twenty-five to receive 
treatment. At the time, this was an alarmingly 
high percentage incidence, and, had there not 
been the example of the New York experiences 
to go by, it is likely that we should have been 
discouraged from continuing with our study 
judging it to be too dangerous. We have since 
treated, one hundred-fifty additional patients 
without another such incident. 


Toxicodermas have been seen but 5 times in 
our series. In four cases, there was a morbilli- 
form eruption which lasted for one day and 
without interruption the course of treatment was 
completed. The other case was one of ninth 
day erythema, a biotropic reaction as described 
by Milian. 

Paresthesia of the hands and feet occurred in 
fourteen of the first eighty patients to return for 
follow-up studies. Examination of these pa- 
tients revealed no gross findings. The discom- 
fort, usually mild, developed about two weeks 
after treatment and persisted for from one to 
three weeks. 


Herxheimer reactions occurred in 16 cases. 
There were also occasional complaints of pruri- 
tus, stiffness of the joints, soreness of mus- 
cles, backache, pain in the cervical glands, 
general weakness, and burning sensations in the 
mouth, throat and esophagus. Many of these 
probably would not have been noted but for the 
unusual circumstances of our study. 


Of most significance is the fact that so far in 
our series of cases there have been no instances of 
exfoliative dermatitis, or of renal, hepatic, or 
other parenchymal damage; nor have there been 
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any cases of hemopoietic reactions and, of course, 
none with nitritoid reactions.* 


CLINICAL EVALUATIONS 


Final clinical evaluations of our results can- 
not yet be made because our experience with the 
five-day treatment method is much too recent, 
but just as were our reactions, so were our early 
clinical results similar to those of the New York 
investigators. We too noted that spirochetes dis- 
appeared from the lesions usually in a day or 
two, and all open lesions healed during the pe- 
riod of hospitalization. The spinal fluid ex- 
amined in 162 cases was found in each instance 
to be normal. The late clinical results of the 
first eighty cases only are recorded, since only 
the first eighty cases have been observed for five 
months or more; and in those instances where 
relapses have occurred, they have occurred in the 
fourth month after treatment. Of the first 
eighty cases, fourteen had to be dropped from 
the study for various reasons. In twenty-eight 
patients, the blood serologic reactions have re- 
verted from positive to negative, usually in 
the tenth week, but in some cases it reverted as 
early as the sixth week, and in a few, the reac- 
tions did not become negative until the sixteenth 
week after treatment. In two cases, the Kahn 
tests still give positive reactions six months after 
treatment but the number of Kahn quantitative 
units are steadily decreasing. Apparently re- 
versal of the serologic reactions occurs earlier in 
those cases which come to treatment earlier in 
the course of the infection. In six men, with 
chancres, treated before the blood serologic 
reactions became positive, the reactions are still 
negative, after eight months in the oldest case. 
In eighteen cases there was progressive improve- 
ment as demonstrated by the Kahn quantitative 
tests of the blood. In some of these cases the 
Kahn standard test still gave a strong four-plus 
reaction but the Kahn units have decreased ma- 
terially. The Kahn quantitative test furnishes 
an excellent index of serologic improvement. 
A patient who notes his blood test reducing 
progressively from two hundred plus down to 
twenty plus is readily encouraged to return for 
follow-up studies. 


*Since this was written there has been one case with a 
severe reaction in which there was acute glomerulonephritis 
hepatitis and pericarditis, from which there was apparent 
recovery. 
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Of the remaining cases, three have undoubted- 
ly relapsed and one case has probably relapsed 
although there was some reason for thinking 
this case to be one of reinfection. Two patients 
have had reinfections, and in two other patients 
there was good reason to believe that there was 
superinfection. In six other cases the results 
were “unsatisfactory when last seen.” This 
group included patients whose blood quantita- 
tive titres were vascillating rather than decreas- 
ing steadily. In some of them the reactions will 
probably revert to negative in time; in others 
there may be relapses. 

In the cases that have relapsed, serologic re- 
lapse occurred first, and clinical relapse followed 
in a few weeks. In our group, seven patients 
have been retreated with a second five-day course, 
with no untoward effects. 

CASE STUDIES 

In the course of our experiment we encount- 
ered some unusually interesting cases. One wom- 
an, aged forty-nine, reported with a florid 
rash of secondary syphilis and in addition irido- 
eylitis affecting one eye through which she 
could barely distinguish a match flame. On 


the evening of the first day of treatment the 
veil had lifted from her eye ; vision has since been 
perfectly normal and her blood serologic re- 
actions have been repeatedly negative for eight 
months. One young boy reported with recurrent 
secondary syphilis from previous inadequate 


treatment. We hesitated to give him the five- 
day routine for fear of exciting an allergic re- 
sponse. His behavior made him a menace to 
the community, however, and he therefore was 
given the treatment which he tolerated well. 
We have since treated others whom we would at 
first have rejected as being poor risks. Ten of our 
patients had been previously treated with one of 
the sulphonamide compounds for other diseases. 
We have also treated ten patients with cardiac 
lesions, two with acute tonsillitis and fifteen 
with gonorrhea. One young woman reported in 
her ninth month of pregnancy, just two days 
before the onset of labor, with a chancre on the 
labium where it endangered both attendants and 
the coming baby. She was given the five-day 
treatment for two full days, delivered a healthy 
baby on the sécond night, then resumed with the 
last three days of treatment with no untoward 
effects. After twenty-four hours spirochetes 
were no longer recovered from the chancre and 
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the mother’s blood eventually become negative. 
Two other young women with secondary syphilis 
in the seventh month of pregnancy, after treat- 
ment by the intensive method, gave birth to 
healthy babies, the older one now eleven weeks 
of age. The mothers’ blood in both instances 
continues to give a positive Kahn reaction. We 
have since treated two other pregnant women 
with early syphilis who are awaiting delivery. 
One was in her fourth month of pregnancy, the 
other in the second month. In neither of them 
have there been any untoward effects. 


SUMMARY AND CONCLUSIONS 


1. One hundred seventy-five patients with 
early syphilis have been treated since August, 
1940 by means of the intensive intravenous drip 
method with mapharsen. Clinical results are 
reported for the first eighty cases, fourteen of 
whom have been dropped from the study. 

2. Relapses have occurred in three patients 
and probably in a fourth. 

3. There have been two patients with reinfec- 
tions* and two others with possible superinfec- 
tions. 

4. In six other cases the results were con- 
sidered “unsatisfactory when last seen.” 

5. In six patients treated during the sero- 
negative primary stage of syphilis, the blood tests 
gave persistently negative reactions. 

6. All of the cases that relapsed had been 
treated origina y for an eruption of secondary 
syphilis. 

%. Reactions encountered included one case of 
hemorrhagic encephalitis, and another with a 
single convulsion. Phlebitic pain in the arm, 
nausea, emesis and slight headache were en- 
countered frequently but in general were of 
minor importance. 

8. There were no cases with exfoliative derma- 
titis, hepatic or renal damage, blood dyscrasias, 
embolus, or nitritoid reactions, and there have 
been no fatalities at the Cook County Hospital 
from this method of treatment. 

Though this method shows great promise, it 
must still be considered as in the experimental 
stage, for cerebral complications have been en- 
countered and fatalities have occurred in other 
centers. Thus far there have been reports of 
only fifteen cases which have been observed for a 
five year period. Withal, however, it seems like- 
ly that the introduction of the intensive intra- 
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venous drip method of treatment may well prove 
to be the most significant udvance in the treat- 
ment of syphilis since the introduction of arsenic. 
25 East Washington Street 
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DISCUSSION 


Dr. D. D, Elliott, Oak Park: I had not planned to 
make any comments here today at all. The reports 
of progress which you have just heard from one of 
our clinical experimental stations in this state are 
quite similar to the progress reports which we are 
obtaining from all the other stations in the midwest. 
The hospitals cooperating with us in this district are in 
Detroit, Cleveland, Indianapolis, Minneapolis, Madi- 
son and Des Moines. This group of clinics has 
treated, up to this afternoon’s report, 591 cases, The 
cases have all been early syphilis. The number of 
pregnancies has been 9 or possibly 10. There have 
been only two fatalities in this group. The complica- 
tions observed, as Dr, Rattner reported, are relatively 
high on the first day, with the greater number of the 
patients having one comp)aint or another, so that prac- 
tically all of them have some disturbance on the first 
day or two, The severe reactions were difficn)t to 


classify. Those that have had some cerebral com- 
pheatons haye recovered without any seguelae or 


permanent damage that we have seen in six to eight 


months observation. The longest observation time 


in any midwestern case has been 460 odd days. 
Yhere are no conclusions to be drawn from the 


experiment to date except that we can at least show 
whe trend in the cases treated. We can see that a 


great number of early cases of syphilis will become 


andi probably remain negative serologically aiter a 


very short period of treatment. In some cases im- 


meMately following treatment a rise in the serology 
is observed which, however, becomes negative within 


& to 99 days. These patients with sero negative find- 


ings apparently are “cured.” There are cases in this 


category that have been re-exposed to open cases — 


positive cases that have also been checked — and 


vhese “cured” patients have apparently been reinfected 


after having remained absolutely negative for a con- 


siderable period of time, not years but after weeks, 


months ~~ six months, seven months, etc. 


For the purpose of our study, however, and over 


the objections of the clinicians, I have arbitrarily ruled 


vat these cases are charged as failures because, as 


! told Dr. Rattner and the other men in the hospital 
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they have failed to educate these patients. From the 
public health standpoint they failed to inoculate those 
patients with the idea that they should refrain from 
extraneous contacts. From the strictly therapeutic 
standpoint there is still considerable doubt, but I am 
inclined to agree that they are reinfections. 

In conclusion I might state that it would seem that 
the results of this work so far would warrant the 
continuance of the study. The public health aspects of 
this form of handling early cases of syphilis are of 
great value to the community because they take the 
patient out of circulation. Dr. Hoyne commented on 
the success of results which could be obtained by sim- 
ple isolation of the patient; treating a patient with a 
chancre as though he were an acute appendix and 
making hospital emergency out of an early case of 
syphilis, treating him as though he were really an 
infectious patient, is a forward step. By taking this 
type of patient out of circulation in the community 
is a safeguard from further spread of the disease be- 
cause the majority of these patients have contacts 
which extend three and four times over. In some 
of the clinics, 60 per cent of all new cases to be ad- 
mitted into the hospital came from initial cases. In 
one series of infections reported — and here I should 
include Alaska because the Alaska Health Office is 
keeping in touch with us — there were six cases of 
primary syphilis out of one source. In conclusion 
we can say that approximately 90 per cent of the 
patients which we have observed so far have obtained 
what we might call “cures.” They certainly are 
progressing as well, if not better than any one had 
anticipated they would. 

The subject of fatalities and severe reactions is one 
which we cannot predict. We cannot select and say 


which one will have reactions. One boy, an excelfent 
physical specimen, a 185 pound lumberjack up in Piny 
Woods, wanted to be treated. He had a fatal cerebral 
accident Myo days after the treatment was completed. 
The girl from whom he obtained his infection was 
Xreated at the same time and has been observed now 
for seven months and is perfectly negative. 

Amother death which occurred in the midwesterm 
group occurred in a woman about 40 years of age 
with am extreme hypertension — 180/10Q, chronic al 
coholism, etc, Likewise her accident did not occur 
until after the completion of her fiwe days of therapy 
and while she was still held in the hospital for the 
observation period she went into a state of mental con- 
fusion on the second day after therapy and died within 
24 hours. 

Autopsy findings have been extremely difficult to 
evaluate. In both these cases autopsies were obtained. 
Clinically the death seemed to be a type of encepha)- 
itis, Microscopically and macroscopically it was dif- 
ficult to reach a diagnosis. The microscopic sections 
of the brain have not all been reported, but they are 
not convinced that these were true encephaloid deaths. 

So we are continuing the study and 1 hope that 
4s the years and the next records come along we will 
be able to work out, with the help of the men sta- 


tioned about the country, some mechantstn for con- 
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trolling syphilis by better treatment early in the in- 
fectious stage. 

Dr. Ben Reitman, Chicago: Why have we not de- 
voted more time to prevention? No one can spread 
syphilis but the syphilitic, and it seems that you can 
teach the syphilitic patient how to take care of him- 
self. Why can’t you give them a little package con- 
taining some soap or rubber or something? Also, 
why is it that the United States Public Health Serv- 
ice now appropriates much money and time to cure 
syphilis in five days when they hesitate to spend a 
nickel to prevent syphilis? 

Dr. Elliott: The patients in the early stage of about 
8 per cent of the cases show some evidence of spinal 
fluid changes, and in all of our early cases the sec- 
ondaries were a little bit higher. I might state that 
in the entire midwestern group 88 per cent of cases 
have had spinal fluid examination during the period 
of convalescence. We are going to continue our ob- 
servations on these cases. I do not think there is an- 
other group that has had as many observations of 
spinal fluid in early syphilis as we have had here. 

Of course, I know Dr. Reitman believes in pre- 
yention, and so do I. I do not believe the govern- 
ment feels that we should pay a nickel for present 
prophylactics, and besides there is a one cent sale on 
soap (Dr. Reitman’s favorite remedy) at drug stores 
practically every day. 

Dr. Herbert Rattner, Chicago: I am glad to have 
Doctor Elliott’s data with regard to the results in 
other treatment centers. It is significant that the 
results at the Cook County Hospital are running 
a curve that is parallel to that in other centers. 
Apparently we have encountered fewer reactions 
from the treatment and we have been fortunate 
not to have a fatality. Doctor Elliott mentioned, as 
an advantage of this treatment-method, the fact that 
the patient is isolated during the time that his lesion 
is contagious, That, of course, is very important from 
the standpoint of public health. There is, however, 
one other advantage to the patient himse)f which 
should be stressed. Each patient will have had his 
fully prescribed course of treatment. There wil] be 
no lapse, and lapse in treatment, it is recognized, is an 
important factor in the production of late sequelae. 


True, it remains to be learned whether the prescribed 
course of treatment is sufficient to effect a cure of 


the disease. The five-year results of the first group 
to be treated by this method in New York are en- 


couraging in this respect, for recent studies. seem to 
indicate that, ii for five years aiter treatment a pa- 


tient gives no evidence whatever of syphilis, the prog- 
nosis in his case is excellent. 


The intensive method of treatment {s an important 
contribution that does credit to American Medicine. 


ft was developed in the traditional American manner 
by a team composed of practitioners in dermatology 


and internal medicine based on a groundwork {aid by 
a pharmacologist, and the studies were carried out in 


a privately endowed charitable institution. The United 


Svates Public Flealth Service has done a fne thing to 


sponsor the study in other centers. 
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PARAVERTEBRAL ALCOHOL 
INJECTION FOR RELIEF OF CARDIAC 
PAIN 
SAMUEL PeErtow, M. D. 

CHICAGO 

Since Jonnesco’s' original operation in 1916 
many different surgical procedures have been 
recommended to relieve the pain of angina pec- 
toris. They can be divided into three groups, 
(1) operations upon the nerve supply of the 
heart, (2) thyroidectomy to decrease the work 
load of the heart, and (3) operations designed to 
improve the blood supply of the heart. Although 
thyroid ablation as recommended by Blumgart, 
Levine, and Berlin and the operation to improve 
the blood supply of the myocardium originated 
by Beck* have given good results in about 50% 
of the cases, they are both radical procedures 
with a high mortality and are too severe for poor 
risk cardiac patients. Operations upon the nerve 
supply of the heart have given the best results 
of all in such cases. However, it was not until 
recently when the cause of cardiac pain and its 
conduction mechanism were better understood 
that the neurosurgical treatment of angina pec- 
toris was placed on a rational basis. 

The consensus of present opinion is that 
cardiac pain is due to ischemia and anoxia of the 
myocardium. Mechanical stimulation of the 
nerve ends in the walls of the aorta and the 
coronary arteries by stretching or by arteria) 
spasm as a primary cause of the pain is not suy- 
ported by the more recent investigations, but in 
Niew of the presence of wasoconstrictor fibers im 
the nerves of the heart 1¢ 1s possibfe that myo- 
cardial ischemia due to prolonged spasm of 
branches of the coronary arteries of reflex origin 
may cause pain in some instances, 

The nerve supply of the heart consists of 


ranches from the cervical portion of the vagus 
and branches from ‘the cervical and upper 5 or 


6 thoracie sympathetic ganglia on each side. In 
genera) the vagal fibers are efferent and their 


function is inhibitory to the heart. The afferent 


“bers contained in the vagus convey hnpulses 


from the heart concerned with reflex vasomotor 


responses. he sympathetic nerves contain both 


From the Departments of Surgery and Cardiovascular Re- 
seatch Of the Michae) Reese Hospita) and the Division vf 


Surgery, Northwestern University Medical School. 
Read before Chicago Surgical Society, May 2, 1941. 


Read before {{finois State Medical Society, May 22, 1941, 
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afferent and efferent fibers, the latter being the 


augmellary control of the heart. Lupulses from 


the heart which eventaate mM jpaim ‘ave been 


shawn te be conducted by afferent fibers which 


VrBVel M Yne symparhehe nerves Yo The made 


and inferior cervical and upper 5 or 6 thoracic 
sangha,* mosy on we elt sde | Figure 2). 
After reaching the sympathetic chain mast of 


these Lbers pass direchy through the ganglia 


amd the ~wibite rami to the epimal nerves and thas 


enter the epinal cord. Others descend in the 


Cham BS LOW 2s The Sh or Dh Moran BANg_hon 


and then fo the spinaf cord. This explains the 
Tahaanon 0} cardiac pam vo the shonaer and the 


arm and to the chest and uyver abdomen. 


SUD COV! 


Yagal CarGiar 
cal dang. 


nerves ~--~ 


Mia. cervi- 


dang. 


Sup cardiac = ). 


EXTRINSIC NERVE SUPPLY OF THE HEART 7°( Ses 


athways of pain stimuli in heavy black 


Figure { 


Angina pectoris manifested by pain in the 
region of the face cannot be explained on a 


basis of conduction by afferent sympathetic 


fibers because of the absence of such fibers in 


the superior cervical cardiac nerve and im the 


sympathetic trunk above the middle cervical 


Banghon> One VYheorelical explanation ior this 


pain is that cardiac stimuli reach the face by 
way oi afferent vaga) fibers that join the superior 


sympathetic ganglion and then go to the trigem- 
ina) nerve.° Another possibility is that the pain 


is the result of sympathetic efferent effects upon 


the skin and blood vessels in this region.’ 


¥or many years i) was believed That the vagus 


controlled coronary vasoconstriction and that the 
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syrapathetic nerves controlled coronary wasedila- 


ton. Kecent experimental evidence’, hawever, 


Seems (© imaicais Thai The Vages Tarpies coronary 


difator and coronary constrictor fibers and that 
he predomiment action ol sympathetic nerves 


seems to be vasoconstriction as in the peripheral 
Dood vessels, 


Te Biemre 2 we have chown the ygortions of the 


Sspipathelie Lervous systete aleacked tte he vac 


JOOS Operations designed (oO TEMSVS CUMiVs pam, 


{n 1916 Jonnesco! recommended removal of 
Vhe cervical sympathene gangha pnaverahy, Ne 


based the operation upon the theory that angina 
pectoris was Que to impulses conveyed trom the 


heart by afferent fibers im all the cerwical cym- 


B ~Blumgart and Berlin 1997 


TH WA 


>> Davie 2Ho> 


LZ} 


DEBSICH, MEASURES TO RELIEVE, CARDIAC PAIN 


Figure 2 


pathetic nerves. Of the reyorts in the literature 
in which this operation was performed the pain 
was relieved in 589% of the cases. Although the 


operation was based on a partially erroneous 
assumphon Vhe relatively Mgh percentage oi snc- 


cesses is probably due to the removal of the in- 
ferior cervical ganglion, which, it is now estab- 
Ushed, conveys the majority of the sensory bers 


from the heart. 


Coffey and Brown’ recommended the removal 


of the left waperior cervical ganglion. Im a re- 


cent report by Kerr?’ good results were obtained 


ym 14 ont of 30 cases in which the locations oi 


the pain varied from the precordium to the face. 
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The only way of explaining these results is to 
assure Chat coronary vasacansiicta Lhers ke 
Yierruapter py Une operstion. 

In 1925 Mandl"* obtained relief from pain 
ip tases of angina pectoris by anesthetizing the 
sKeate and the ugyger dorsal sympathetic gan¢clia 


with novocaine. A yer later Swellow” recat 


MEMAKA parsveriawral LMHeciiea si Wedast 19 


destroy the ramr and fhe gangfia for permanent 
Teel M sucn Cases. 


%k 1933 Whitet? demonstrated experimentally 


ane eecacey thal caccatee o¢ the elle ke the 


pps D Norris. PRAM WHDESHA GAIAAas Waa 


in almost aff msfances. fn spite of such good 
TeswS Mowever, he consvers Whe operanon wo 
severe to use im all cases of angina pectoris and 


recommends it only in selected patients, Danie)- 
ayolalt is ogygosed to any overation which in- 


clkles TelnOvkl Ob the stellate galglion becElUse 


W Nox Eesti deoamger of degrining, the heart of 


scclarator Chars. He SUCeEK kh KRUG 


WROD, DA WWIMSvar Oi Ons BAPTMOT WHA XASAAS 
cervical gangfia and their cardiac ranches, 
severing the ram) irom the ste)ate to Me ceryica) 
and 1st thoracie spyinal nerves, the vertebra) 
berye and the vagal cardiac nerves, Leriche’* 


formerly conformed to this view and yerformed a 


wieder gneration, due more recently he hes 


Swanged Wis Siews on the solbject and now recom 


mands staat gangckaneccaay. 0 C989 Tee” 


TSPVTITA BW CoBO OL BSVTIS precor®ial pom im a 


young man in whom complefe relief was of- 
Yained by section of The Qorsal roots ol The upper 


6 thoracie nerves through a laminectomy. 
ln 1938 Raney” reparted good results in il 
vases OL ahprma pecioris aiter sectioning inc 


thoracie cardiac nerves and the sympatfetsic 
chain below the dth ganghon. He based his 
operation upon the theory that the pain was due 
to efferent in impulses going to the heart by way 
of the thoracic cardiac nerves and leading to 


coronary artery spasia, Our experience with the 


Raney procedure is limited fo only one case in 


which the operation fatled completely ta relieve 


Yhe pam; and iv is significant Yhat relief from 
pain in this patient followed alcohol injection 
into the left stellate ganglion at a later date. 


We wish to present our experience over a 


period of § years with the method of paraverte- 
Yral alcohol injection in The treatment of 22 


cases of severe cardiac pain. As we have men- 
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tioned hefore this method was first introduced 
Dy Mani) in 186 anh Swellow in this country 


YM WAG. More recently I. CG. White’* of Boston 


improved the technic and paced the treacuent 


OM BW Mors TaMonarl poms. VY. wppears Lo we wasedk 
upon sound anatomical and phystofogical facts. 
‘Yhe cause oi the cardiac paim 4s ischemia or 


anoxia of the myocardium as was demonstrated 


by Sutton a0) Leth ;* Pearcy, Priest, and) Yan 


Alen 7° Lewis 7" and Katz?? The yain stimulus 


is conducted ta the central nervous syste Uy 


Woy Di aiisreat Hders im Las. WYMAPROOGMS AceVss 
which converge fo pass through fhe infenor 
ceryita) anh Tne upper » Ynorame gangha as 
demonstrated by Yonesen,4 Kuntz,4 Heinbecker,* 


Braenckey,* and White» Surgical removal ot 
these ganglia in the dog has been shown by 


White, Atkins aad Garrey”’ to prevent cardiae 


‘pam Siirmali from reaching the central nervous 


system, and in 4 raw reported cases a BeacucKer 


DAA OL VHOArAArLe The Tesalys of rss SperovKion km on 


have been good. Since this fs nof feasihfe in more 
Than a iew selected cases because 01 ne magm- 


tude of the operation, chemica) destruction of the 


Galea or their Jami seems to be the next pro- 


eecdure of choice. That this cam be done by care- 


Cee hfe Wiel kltilOe eke keen Bley btle- 


Snstraked Lm Loe Laboratory and im the clinic. 


{n a coffected series of (25 cases of angitia (ec- 
Yons Teporiet py Levy >5* Maarvim;* ant Ninic™ 


paravertebral alcohof injection gave compfefe or 
partial reei irom pain mm Bd%o oi The cases. 


Method and Results: 


hasgitazed. A sedative such es rhenabachilal 


Was PNM VO Overcome way wpprehension heiore 


the injection which was performed in the pa- 
tien’’s room. ‘Yhe mjections were made on The 


AM of our Qatients were 


side of severest pain, but in cases with retroster- 
nal pain we injected the left side first, The pa- 
Mieat is pleced im the prone position with the 


chest on a pilfow and the neck flexed anteriorly 
\¥igure 3). ‘Yhe landmarks ior The insernon oi 


the needles are the spinous processes. Because of 
the cauda) tit of the spines of the vertebrae 
the Tih cervical spime les opposite the Ist rib, 
the Ist dorsal spine opposite the 2nd rib, ete. 


The ganglia and their rami he m the loose 


areolar tissue over the transverse processes in the 


triangular space between the pleura and the body 
of the vertebra. They are separated from the 


intercostal nerves by the internal intercostal 
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muscle and membrane. 
needle is inserted directly anteriorward through 
previously anesthetized skin about 3-4 cm. from 
the midline opposite the 7th cervical to the 5th 


dorsal spines until it strikes the transverse proc- 


ess at a depth of 3-5 cm. At this point it is well 


to inject 1 ec. of 1% procaine solution to prevent 


A long fairly flexible 


pain as the needle is forced over the inferior edge 
of the transverse process. It is then tilted about 
20° to the midline and inserted another 2-3 cm. 
unti) the point touches the body of the vertebra. 
It is important that frequent aspiration be per- 
formed throughout the procedure to make cer- 
tain that the needle has not entered a blood 


asia Sympathetic 
V/ RS Sv —— 


TECHNIQUE OF PARA[VERTEBRAL ALCOHOL INJECTION 
IN} ANGINA PECTORIS 


Figure 3 


vessel or the pleura or the spinal canal. When all 
the needles are in place 2 cc. of 2% procaine 
solution is injected through each as a diagnostic 
test. If they are placed properly there will be 
complete anesthetization of the ganglia within 
15-20 minutes. This will be evidenced by devel- 
opment of Horner’s syndrome and elevation of 
the skin temperature in the upper extremity of 
the side injected. When these signs of sympa- 
thetic nerve anesthetization occur 4 cc. of 75- 
95% alcohol is injected slowly through each 
needle and the needles withdrawn. The fluid 
remains between the pleura and the -intercostal 
membrane and bathes the ganglia and rami. The 
degree of destruction of the ganglia and the rami 
that results depends upon the accuracy of the 
insertion of the needles. 


Because of the fact tiat it is a blind procedure 
and because of the close proximity of the ganglia 
tc important structures the injection is not 
without danger. The dangers of injecting the 
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solutions into the pleural cavity or the lung or 
into the spinal canal can usually be avoided by 
frequent aspiration and careful technic. Dit- 
fusion of the alcohol into the region of the 
peripheral nerves causes a chemical neuritis in 
about 20% of the cases. Fortunately in most 
instances the neuritis is of a mild character and 
is easily controlled by sedatives. Occasionally 
a short period of anesthesia in the areas supplied 
by the upper thoracic nerves will follow the 
injection. 

Horner’s syndrome developes in about 75% 
of all cases injected and remains for a long time 


in about 30%. The persistence of this sign 


- indicates destruction of the stellate ganglion. 


This is desirable, and our best results are ob- 
tained in these cases, but its absence does not 
always mean an improper injection because de- 
struction of only the rami will relieve cardiac 


pain. 


In the past 5 years we have performed para- 
vertebral alcohol injection 33 times in 22 cases 
suffering from cardiac pain. (Tables 1 and 2). 
All were of the severest type of angina pectoris 
and had been on medical management without 
relief for long periods. About one third had 
almost continuous pain. Complete relief from 
pain was obtained in 7 of the cases. In 9 cases 
the severity and frequency of the attacks were 
improved 50% or more. Altogether 73% of our 
cases obtained complete or partial relief from the 
pain. There was no improvement in 6 cases. 


RESULTS 


No. of patients 
Complete relief 


Partial relief 
No relief 


TABLE 1 


There were 6 cases of peripheral neuritis which 
lasted from 1 day to 6 weeks. Almost all of 
these were among our early cases. One case 
developed a recurrent laryngeal nerve paralysis 
which lasted 2 months and subsided without 
treatment. This patient had received more than 
usual amount of alcohol in the region of the 
stellate ganglion. The apex of the lung was 
punctured in one of our cases and although the 
procedure was discontinued before alcohol was 
injected the patient developed a valvular pneu- 
mothorax which was followed by pneumonia and 
death % days after the insertion of the needle. 





73% 


27% 


rich 
| of 
case 
ysis 
out 
han 
the 
was 
the 
was 
1eu- 
and 
dle. 


January, 1942 


SAMUEL PERLOW 


PARAVERTEBRAL ALCOHOL INJECTION FOR RELIEF OF CARDIAC PAIN 


Sites 


Clinical Diagnosis Inject 
Coronary sclerosis L.S-T5S 
Coronary sclerosis L.S-T5 
Bedridden 2 mo. 
Rheum. Endocard. 


aortic lesion, L.S-T4 


2-10 attacks of pain R.S-T4 
daily L.S-T4 


Coronary sclerosis L.S-T4 


L.S-T4 


L.S-T4 
R.S-T2 


Angina pectoris 


Angina pectoris L.S-T4 


L.S-T4 
L.S-T4 


R.S-T2 
L.S-T2 


L.S-T4 


L.S-T4 


Hypertensive heart dis. 
Substernal pressure 


Coronary sclerosis 


Hypertensive heart dis. 
Precordial pain 2 yrs. 
Angina pectoris 

2-3 attacks daily 
Coronary sclerosis 

4-8 attacks daily 
Bedridden 2 mo. 
Coronary sclerosis 
Bedridden 

Coronary sclerosis 


Bedridden 1 mo. 


L.S-T4 


L.S-T4 


R.S-T4 
L.S-T2 


Angina pectoris L.S-T2 


L.S-T4 
No alcohol 


Coronary sclerosis 

4 yrs. Precord. pain 
on slightest exert. 

Angina pectoris L.S-T2 
L.S-T2 
L.S-T2 
L.S-T5 
L.S-T2 


Coronary sclerosis 
Hypertensive heart d. 
Angina pectoris 

1-6 attacks daily 
Coronary sclerosis 
Pain slightest exert. 
Angina pectoris 
Luetic aortitis 

Angina pectoris 


L.S-T5 


L.S-T4 
L.S-T4 
L.S-T2 
L.S-T5 


Angina pectoris L.S-T2 


Pain 

Relief Duration 
75% 2 mo. 
50% 2 yrs. 
50% 3 wks. 


50% 

50% Neuritis 

100% . Died of myocardial 
50% insufficiency 
100% Cardiac invalid 
50% when seen last. 
50% 

50% 

75% Doing light work 


100% Doing light work 


Remarks 
Neuritis 2 wks. 


Neuritis 6 wks. 


Died 1 yr. 


Died 6 mo. 

Coronary thromb. 
Neuritis 10 days 
Doing light work 
Working as tailor 


Died suddenly. 
Necropsy. [Fresh clot 
in coronary. 

Died 10 mo. myocard. 
insufficiency 

Died 1% yrs. pneumo- 
nia & myocardial 
insufficiency 

Working as salesman 


1¥% yrs. 


2 yrs. 


Pneumothorax, pneu- 
monia, death 1 wk. 


Working when seen 
last 


Neuritis 6 wks. 

L. Laryng. paralysis 
2 mo. Working 
Working 


Working, 

travel. salesman 
Previous Raney oper. 
without relief. 


TABLE 2 


Another patient who had a true status anginosus 
for about 1 month was completely relieved by an 
injection of the ganglia but died suddenly 24 
hours later without having been out of bed. 
Autopsy revealed a fresh thrombus completely 
occluding the left descending coronary artery. 
Of the 22 patients treated 7 have died since, 
the two previously mentioned and 5 others. 
One patient died three months after the first 
injection from rheumatic endocarditis with con- 


gestive heart failure, one died from pneumonia 
9 months after the injection and 3 from coronary 
heart disease one and two years after the injec- 
tion. One of the latter did not get any relief 
from the treatment. 

Most of the patients that improved were able 
to return to their former occupations. Some 
continued to have other symptoms of myocardial 
weakness as dyspnea and a sense of fullness in 
the chest for a considerable time and have 
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learned to substitute these symptoms for the 
cardiac pain which had previously acted as a 
danger signal. Some of our patients remained 
free from pain even when regeneration of the 
sympathetic fibers had taken place, as evidenced 
by disappearance of the Horner syndrome and 
recurrence of sweating in the previously anes- 
thetized area. The patients that improved 
showed no change in the electrocardiogram after 
the injection and there was no interference with 
the mechanism producing acceleration of the 
heart in any of our cases. 


Aside from complications mentioned one of 
the commonest objections of internists to this 
and to all other methods of relieving cardiac 
pain is that elimination of the pain in angina 
pectoris removes the danger signal of myo- 
cardial insufficiency and that such patients 
might continue exertion to the point of danger. 
Although this might be true theoretically, prac- 
tically it is not so. Precordial pain is not the 
only symptom of myocardial ischemia, the pa- 
tient usually experiences dyspnea, palpitation, 
and weakness, symptoms which are as easily 
recognized as pain. Our patients were able to 
recognize those symptoms, paid heed to them and 
were relieved by rest and nitroglycerine. 


It must be emphasized that a surgical proce- 
dure for relieving cardiac pain is recommended 
only in cases in whom medical treatment has 
failed. In those patients the removal of the fear 
and suffering has a positive benefit not only 
psychically but also medically by decreasing the 
work of the heart, just as large doses of morphine 
that physicians use to such a good effect in the 
early stages of acute coronary occlusion. Futher- 
more, in view of the recent evidence pointing 
toward the predominently vasoconstricting ac- 
tion of the efferent sympathetic fibers, it is pos- 
sible that destruction of these fibers along with 
afferent fibers by the alcohol results in coronary 
dilatation. 


CONCLUSION 


In a series of 22 cases of cardiac pain 73% 
obtained complete or partial relief from pain 
after paravertebral alcohol injection. The meth- 
od is simple and relatively safe and can be re- 
peated when necessary. The objection that the 
operation removes the danger signal of coronary 
insufficiency, pain, is theoretical. The patient 
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soon learns to heed other signals and does not 
do himself harm. The relief of pain is not only 
symptomatically desirable but actually reduces 
the work of the heart by giving the patient a 
chance to rest and relax. 
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RHEUMATISM: PRACTICAL METHODS 
OF STUDY AND NEW PHASES OF 
INVESTIGATION 
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I. INTRODUCTION 


Since rheumatism is first in prevalence of 
chronic diseases,? second in producing disability, 
and has been common to all races, ages and 
climates for centuries, we have undertaken this 
paper. It is our aim to present both a practical 
approach to the study of rheumatic cases and 
some newer methods of study and investigation. 
These conclusions have been reached as a result 
of ten years of study of rheumatic cases started 
at Rush Medical College and the Presbyterian 
Hospital under the direction of Dr. Wilber E. 
Post. It is generally understood that more time 
should be spent in investigating cases before 
treatment is begun, as the patient is often sub- 
jected to various methods of treatment without 
an adequate study being made first. Our clinical 
studies and investigative work which will be 
presented in this and following papers has been 
conducted with the common every-day problem 
of rheumatism as we have encountered it in pri- 
vate and hospital practice. We have approached 
each case with the same purpose of determining 
the individual cases, and have not attempted to 
fit them into a standard classification unless the 
results of the investigation led to such a conclu- 
sion. 


From the Department of Medicine, Rush Medical College 
and Presbyterian Hospital. 

*Wilber E. Post Fellowship in Medicine, Rush Medical 
College, established by Frank Billings. 

{Technician furnished by the Raymond Fund, Rush Med- 
ical College. 
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The definition of rheumatism is vague and 
indefinite as pointed out by the Editors of the 
Rheumatism Reviews. Since they have carefully 
listed the conditions that they think should be 
included in the field, we have made our terminol- 
ogy conform in general to the same plan. We 
have not attempted to present cases from all the 
classifications given in the Reviews, but rather 
those which are the problem of the average phy- 
sician. We have tried to limit our studies to the 
disturbances in the joints, nerves, muscles, and 
tendons, and the significance that a deranged 
physiology has upon such disturbances. 


Since the etiological factors of rheumatism are 
obscure, it is difficult to set up absolute criteria 
for diagnosis. Rather, the patient must be 
studied as a complete medical problem. In the 
first place, the history is very important, as is the 
social background, economic status, emotional 
reactions, nutritional state, fatigue and condition 
of the nervous system, all have a definite relation 
in such cases. This is especially true if emotional 
disturbances are present as they may be respon- 
sible for vasospasms and interference with circu- 
lation around the joints.? In addition to a very 
complete history, a thorough physical examina- 
tion with laboratory tests must be made to elim- 
inate those conditions outside the field, such as 
metastatic growths, diseases of bones, etc. This 
also helps classify the type of rheumatism. Be- 
cause of the paucity of findings, a process of 
elimination may be necessary in order to decide 
whether rheumatism is present, and if so, what 
type. On the other hand, there are definite cases 
of arthritis and neuritis, which from the stand- 
point of diagnosis are simple, but may present 
complicating factors such as having a mixed type 
present in the same patient. 


Too frequently the patient with rheumatism 
is started on treatment, or quick judgement of 
removing teeth and tonsils is made with insuf- 
ficient evidence. This treatment may be the in- 
discriminate use of vaccines and filtrates in cases 
where the patient has a metabolic or vitamin 
deficiency, anemia, or some other contributary 
disturbance in his physiology. These indiscrim- 
inate practices have caused many physicians to 
dispute the theory of focal infection in rheumatic 
cases which was emphasized by Dr. Frank Bil- 
lings in 1911. His first important paper on 
Chronic Focal Infections and their etiological 





42 ILLINOIS MEDICAL JOURNAL 


relationship to Arthritis and Nephritis* was read 
before the Chicago Medical Society, November 
15, 1911. His first statement was “There is noth- 
ing new in the principle involved in the subject 
of the paper.” He described his methods of 
study which were carried out by Drs. W. E. 
Post, D. J. Davis and E. C. Rosenow. In these 
studies streptococci usually of the green produc- 
ing variety were isolated from apical abscesses, 
tonsil crypts ete. Twenty-four hour living cul- 
tures were injected into rabbits with reproduc- 
tion of chronic non-suppurative changes in the 
joints. They were able to recover streptococci 
from the joints of such animals. In the original 
work it was pointed out that streptococci from 
patients who had no evidence of systemic lesions 
often yielded a similar type of streptococcus 
which might produce joint lesions in animals. 
Further experimentation was suggested and the 
use of autogenous vaccines was discussed with in- 
conclusive results. He concluded with these 
statements regarding cases of arthritis in which 
suspected foci of infection were removed. “Gen- 
eral hygienic treatment has been necessary in all 
classes of patients treated and one would natural- 
ly infer that this general treatment had a good 
deal to do with the result. With the arthritis 
cases, it has been found just as necessary to con- 
tinue a long and yet variable rest treatment with 
good food, restorative tonics and the various 
forms of individual treatment usually employed 
in the management of this group of diseases. 
Casts have been applied to extremities, or to the 
spine, contracted tendons have been stretched 
and other necessary manipulations and correc- 
tive measures used. 


In those patients who, for some reason, could 
not or would not follow out the details of after- 
treatment, rest, etc., improvement was not as 
soon obtained or not as fully secured as in those 
patients under command. This, however, does 
not mean in my opinion that the final results 
are due to the after-treatmeni alone, for in past 
years, the same care in general treatment did 
not give the same degree of good results that 
has been obtained in later years by the methods 
suggested in this paper. In some cases, obvious 
focal or local infections were found, and yet the 
patient had no evidence of systemic disease. Was 
something lacking in those that developed 
arthritis, nephritis, etc.? Or was a protective 
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agency present in others? The low resistance of 
some people may be due to trauma, fatigue, 
debility, exposure etc., and further studies should 
be made to see why these differences occur.” 


Some of the important points in Dr. Billings’ 
paper that are often forgotten are: that partial 
removal of tonsils often left the condition worse 
than before, and that small imbedded tonsils are 
often a source of more trouble than large tonsils. 
He further pointed out that suspected foci should 
not be removed unless there was clinical evidence 
of disease, and that the suspected focus should 
not be removed until a thorough study has been 
made of the case, and any other factors corrected 
that might be a source of trouble. Dr. Billings 
further insisted that general treatment should 
be given the same emphasis as if a suspected 
focus had been found. In 1932 shortly before 
Dr. Billings death, he spoke of the damage to 
capillaries as the explanation of action when a 
focal infection was present. This is in line with 
the capillary changes emphasized by Pemberton 
in which vaso-constriction etc., are thought to 
play a large part in disturbing joint circulation. 


The plan of study and the work to be reported 
in this and subsequent papers is an out-growth 
of the problem as outlined by Dr. Billings. The 
subject will be discussed under the two follow- 
ing headings: 


1. Practical Methods of the Study and Treat- 
ment of Rheumatic cases. 


2. Newer Methods of Investigation in Connec- 
tion with Rheumatic cases. 


II. A PRACTICAL METHOD OF STUDYING 
RHEUMATIC CASES 


There are certain fundamental procedures that 
are necessary in order to classify and to study a 
case properly. These should be carried out be- 
fore starting treatment, having tonsils removed, 
etc. The following procedures and their inter- 
pretations are suggested as being significant, 
but all may not be essential to make a decision 
regarding the proper treatment. The following 
plan of study is suggested. There are three 
general classes. 


1, A complete history, especially regarding the 
onset of the disease, occupation, family back- 
ground, age, metabolic disturbances, glandular 
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activity and infections, especially those of child- 
hood. 


. A thorough physical examination. 


3. A complete blood count: a secondary anemia 
is frequently present in rheumatic cases. A 
correction of this factor should obviously be 
made early in the case. The reason for the 
anemia may vary from a bleeding peptic ulcer to 
nutritional disturbances and rheumatic symptoms 
may be secondary. 


. Complete urinalysis to rule out kidney disturb- 
ances or systemic diseases which indicate the pa- 
tient’s general condition, e.g., neuritis associated 
with diabetes. 


. Sedimentation rate to aid in the diagnosis or 
to use as a comparison in estimating whether in- 
fectious processes are subsiding. 


. Basal metabolism to determine whether hypo- 
thyroidism or hypometabolism is present as a 
contributing factor. In this connection it should 
be mentioned that a low rate of ovarian activity 
may be present also, as Francis Hall* and others 
have pointed out. This may have a bearing on 
the basal rate. 


. Blood chemistry studies, especially total and 
non-protein nitrogen, cholesterol, C vitamin level 
and uric acid, as gout is a very common dis- 
turbance. 


. Stool examination; this ill include cultures, 
examination for parasites, undigested food and 
blood. 


. Ewald test meal; many patients are discovered 
to have an absence of free hydrochloric acid, 
whose digestion and nutrition improve with its 
addition. 


. X-rays: 
a. Teeth for evidence of infection. 
b. Sinuses if indicated. 
c. Colon fluoroscopy for diverticulae etc. 
d, Certain joints if unusual bony changes are 
suspected. 


. Bacteriology: 
a. Cultures from nasopharynx, tonsils, and sinus 
drainage, if present. 
b. Cultures from aspirated joints. 
c. Cultures from the prostate and cervix. 
d. Blood cultures in certain cases. 
e. Cultures from rectal crypts. 


. Serology: 
a. Kahn or Wasserman. 
b. Complement fixation if indicated. 
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To illustrate the application of these proce- 
dures, the following cases are described and dis- 
cussed briefly. 


CASE 1. 


P. DeC. A man 36 years old complained of pain, 
redness and swelling of both large toes for two days. 
He had a previous attack two months before which 
lasted 3 or 4 days. There was nothing else in the 
history that had any relation to the complaint. Phys- 
ical examination was negative except for swelling and 
redness in the large toes, the presence of 30 pounds 
overweight, a low blood pressure, 110/85, pulse rate 
of 68, and several small tonsil remnants. Various 
laboratory examinations revealed a slight anemia. The 
blood chemistry showed a total NPN of 35, cholesterol 
242.4 and uric acid 6.8. The increased uric acid and 
cholesterol are of course frequently associated with a 
low metabolic rate. The basal rate was minus 12%. 
Throat and nose cultures showed streptococcus hemo- 
lyticus and some staphylococcus aureus. X-rays of 
the feet showed no bony changes. The patient was 
put on a low purine diet, thyroid extract, iron and 
colchicine. The symptoms disappeared and he had no 
trouble until two years later when he complained of 
pain and soreness in both knees. The blood chemistry 
showed uric acid 5.7 and NPN 36.7. He still had a 
slight anemia. The basal rate was plus 2% and the 
sedimentation rate was 20 mm. in four hours. He was 
still taking the thyroid irregularly but had stopped 
the rest of his treatment as relief had been obtained. 
The same treatment as outlined above was given with 
relief of symptoms. Two years later he had another 
recurrence with pain in the knees and the second finger 
of the right hand. The uric acid was 5.3. He was 
again put on the above treatment with relief of symp- 
toms and is free at present. The patient discontinued 
his treatment after each recurrence when relief was 
obtained. 


Case I represents a typical case of arthritis 
associated with a disturbed metabolism in which 
there was an increased amount of uric acid 
present in the tissues. Even though there was 
a possible focus of infection as shown by the 
throat culture, it was not the primary issue. 
As a result of the laboratory tests, it was obvious 
that a definite metabolic disturbance was present. 
Therefore, the tonsil tags were not removed and 
treatment was directed first toward correcting 
the metabolic disturbance. As suspected from 
the findings and proved by the treatment, this 
was a definite case of gout. If the tonsil rem- 
nants had been removed without any treatment, 
failure to improve could have been given as an 
argument against the theory of focal infections. 
It is in such cases as this that the failure to 
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study the case carefully has caused removal of 
suspected foci and brought the theory of focal 
infection into disrepute. 


CASE 2. 


Mr. C. C. S. This patient was 50 years of age and 
complained of pain in the shoulders and arm for a 
few weeks. Previous history had no bearing on the 
present complaints, and physical examination revealed 
normal findings except for a limitation of motion of 
the right arm and shoulders, and sensitivity to pres- 
sure over the branches of the cervical plexus. The 
above plan of study was adhered to with the follow- 
ing findings: blood count, basal metabolic rate and 
stool examination were all normal; the sedimenta- 
tion rate was increased. Cultures from the naso- 
pharynx, prostate, and stool were made, Streptococci 
of the green producing variety were isolated from 
the tonsils and nasopharynx which did not agglutinate 
with the patient’s serum. However, using the electro- 
phoresis method,® potentia) determinations with the 
patient’s serum showed antibodies in 1-3200 dilution 
with streptococci from arthritic joints of rabbits. 
There was an x-ray negative, devitalized tooth which 


was removed and found to have a sma)) abscess at 


the apex. All symptoms disappeared in two weeks 
and have not recurred alter a period of eight years. 


ase B® represenis a pahend Mm whith an oD- 
secure focus of infection was present. On account 
of Yhe persistance of symptoms, and alter e)im- 
inating all other possibilities as to the etiology, 
the devitalized tooth was removed, Despite the 
fact that the tooth was x-ray negative, upon 


extraction a small abscess was found at the root. 


‘Yhe patien’s symptoms disappeared in two 


weeks. 
CASE 3. 
{. & £ This patient was a male of 54 years of 


age, whose symptoms were fatigue, pain in the icit 
shoulder, knees, ankles, and muscles of the thighs for 
two months with a graduwal onset. There was nothing 
in his history to indicate the cause of tus troulle. 
The physical examination was negative except Lor 
some limitation of motion of the Jett shoulder, Fain 
was elicited when other involwed joints were moved 
passively. When the laboratory work referred to 
above was carried out completely, all findings were 
norma) except for the presence of a mild secondary 
anemia. The hemoglobin was 62 (Dare), red blood 


count 3,500,000, the white dood count 6000. The 


patient was placed on ferrous sulfate, fifteen grains, 
three times daily, and vitamin concentrate, He im- 


troved gradually and was free from symptoms in 
about two months. There have been no recurrences 


in a period of two years, but he continues to take 
iron at periodic intervals. 
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Case 3 represents a case in which the treatment 
was simple but might have been unnecessarily 
complicated. No vaccines or foreign proteins 
were given, nor were large doses of salicylates, 
etc. The treatment was based entirely on cor 
recting the anemia which was the only abnormal 
laboratory finding. It has been pointed out that 
poor blood supply and circulation to the joints 
are important factors in arthritis. In the pres- 
ence of anemia, the hemoglobin supply is reduced 
which decreases the oxygen supply to the affected 
parts, and waste products accumulate. Correct- 
ing these physiological factors is all that was 
necessary in this case. 


CASE 4. 


Mrs. L. This case is that of a woman 42 years of 


age, who complained of pain and stiffness of fingers 


and knees for two to four months, which was worse 


on arising, The history gave no clue as the cause of 


her trouble. The physical examination was negative 


except for a slight crepitation of the knee foints, 
The laboratory findings as outlined abowe were within 
norma) limits, It was suspected that her arthritis was 
partly due to a low metabolism, although the BMR 
was minus 5%, She was given one halt grain 
thyroid extract a day for one month with no im 
provement. This was increased to one grain and 
she became quite nervous, lost weight, and her pulse 
rate was Qehnitely accelerated, but her original symp- 
toms did not improve. She was then put on injec 
tions of estrogenic substance, 5,000 units twice a week, 


The rheumatic and menopausal symptoms did not 
return. 


This agaim i\bustrates the important role 


(layed by changed physiological factors. The 
\aboratory results and physical findings were all 
negative in this case, unless a BMR of minus 
5% 1s considered significant. This type ot case 


has been emphasized by Francis Hall of Boston‘ 


CASE 5. 


M.A. A. A girl {8 years old who complained of 


pain and swelling of both knees, especially the right 
lor about six montis, whieh came on gradually. Nine 


months previously she had moved to a mountainous 


community in the West. She spent a great deal of 


time im mountain climbing and horseback riding, 
Three months atter this program of intense activity, 
she began to have pain and swelling of the knee joints. 


The patient had been advised to have a nasal opera- 


tion on account of mild nasal symptoms. However, 


in studying the history carefully, it was tound that 


the onset followed horseback riding in the mountains 
after she had jumped off the horse on rocky soll 


several times. A diagnosis of traumatic arthritis 


was made, but the joint cavity was not aspirated since 
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it had been several months since the onset. Due to 
the fact that the history, physical and laboratory find- 
ings pointed toward trauma as the sole etiological 
agent, she was treated accordingly. The program con- 
sisted of bed rest, heat, and later graduated exercises 
had been resumed, and she is free of symptoms. 


The case above is one of uncomplicated trau- 
matic arthritis. This illustrates a type of ar- 
thritis due to mechanical injury which responded 
to rest and prevention of further trauma. A 
nasal operation to eradicate a suspected focus of 
infection would have been a serious mistake. 


CASE 6. 


Mrs. J. H. A young married woman aged 24 was 
seen three years ago complaining of swollen, painful 
finger joints, elbows, knees and ankles. The onset fol- 
lowed a few months after the birth of her first child. 


There was a history of attacks of tonsillitis as a 
child and frequent sore throats since then. The tonsils 


were incompletely removed five years previously. Ex- 
cept for the attacks of tonsillitis, the patient had 


been well until the onset of arthritis six months prev- 


jously. She had married two years before against her 


mother’s advice, and there was considerable conflict 


between the two families. She and her husband were 


living with her parents and the patent was quite 


wohappy. Physical examination revealed the presence 
ot swoltea red fotats as above tecationed, coustderaile 
pain with passive motion, and marked limitation. 
Other abnormal findings were large infected tonsil 
remants and teeth showing, a considerable amount of 
dental repair; there was a systolic murmur at the 
base of the heart with no enlargement. The labora- 
tory hndings were negative except for a rapid sedi- 
mentation rate, mild secondary anemia, two abscessed 
teeth and a practically pure culture of streptococcus 
viridans from the tonsils. These clultures were exam- 
ined by the electrophoresis method of Jensen and 
Rosenow® and fell into their “arthrotropic” group. 
The infected teeth and tonsils were removed with 
some apparent improvement. She was given vitamin 
concentrate and )arge doses of iron and a diet Jow in 
calories and high in vitamines as advised by Pember- 
ton.7 After three months when her improvement had 


apparently become stationary with the above treat- 
ment, she was given 15 intradermal injechions oi a 


facterial filtrate prepared from streptococcus viridans 
\solaied irom the tonsils. She had a slight exacerba- 


tion of symptoms after each infection. She seemed to 


Var IMproving again aiter the administration of the 


filtrate. During the entire course there were certain 


exacerbations which were difficult to explain on the 


basis of the physical findings. She stiff fas attacks of 


red, swollen, paintul joints which we have been un- 
aie to prevent. 

It should be mentioned that this patient was 
emotionally unstable but very cooperative. In at- 


tempting to determine factors responsible for the 
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exacerbations, it was observed that they usually 
followed emotional upsets. It was known that 
there was considerable conflict in her home life 
due to the fact that her mother and mother-in- 
law did not agree regarding the care of her child 
during her illness. It was observed further that 
her flare-ups followed altercations. During this 
time the patient was upset, cried easily and could 
not sleep. This was followed by red swollen 
joints. 

This type of case probably illustrates what 
Pemberton? has emphasized in regard to the 
condition of the capillary bed in cases of arthri- 
tis. Hmotional disturbances result in constric- 
tion of the capillaries, and therefore, in the inter- 
ference of the blood flow. Such interference of 
the blood flow leads to disturbance in the nutri- 


tion of joints as pointed out earlier. 


III. NEW METHODS OF INVESTIGATION IN 
CONNECTION WITH RHEUMATIC CASES 


The usual laboratory procedures which have 
been used in studying rheumatic cases such as 
we haye shown in Vhe preceiimg report are in- 
adequate in many cases. There are many un- 
solved problems that need further investigation. 
We have been impressed by the evidence for and 


against the use of vaccines, foreign proteins, 


filtrates, etc., M cases suspected of having an 


infectious origin. In this connection skin tests 
have been made with filtrates and vaccines by 


many workers in an attempt to determine if this 
type of therapy was indicated,* and conflicting 
results have been reported. It seemed reasonable 


that the intensity of the skin test might vary 


with the amount of total proteim present in the 
substance which is used as an antigen. There- 
fore, the proteim constituents of the antigen used 
as an indicator should be determined. Such total 
nitrogen estimations have been made for some 
time by allergists in standardizing pollen extracts 
far tedvadermal tests dad treatment. 

Aiter imvestigating the problem it was im- 
mediately evident that such preparations have 
olten been used without regard to the amount of 
total protein present in them. With this in mind 


and with the help of Dr. Freeland of the Preshy- 


Yerian Wlospital of Chicago, a mikrokjeldahl 


method was devised for determining the nitrogen 
content of difierent batches of media being used 
for filtrate preparation. We found the results 
varied widely as is shown in the following tables, 
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TABLE IL 
RESULTS OF CHEMICAL DETERMINATIONS 


(Expressed in mg. per 100 c¢. c.) 
ANALYSIS OF SPECIMENS OF MEDIA MADE AT 


DIFFERENT TIMES ACCORDING TO THE SAME 


SPECIFICATONS 


STANDARD BRAIN BROTH 


Total Protein 


Nitrogen NUP.N, Nitrogen 
Medium “A” unfiltered 253 47 205 


Medium “A” filtered 29 4s AWA 


Medium “2” untitered 158 10 58 


Medium “B” filtered 141 128 13 





STANDARD MEAT INFUSION BROTH 

Medium “C” unfiltered 702 200 
¥ 

Medium “C” filtered 500 16 

Medium “D"" unfiltered 264 AAS 


Medium "D” hitered 245 126 


DISCUSSION OF TABLE 1 
I. a. Different samples of standard brain broth pre- 
pared in the usual manner varied widely in total nitro- 


gen content. For example in medias “A” and “RB”, 
Yhe Yotal nitrogen content before filtration was 253 


mg. per [00 cc. in “A” and 158 mg. per 100 ce. in 


“B°. CYhese medias were prepared in the same 
laboratory under the same conditions). 
b, Different samples of standard meat infusion 


broth prepared in the usual manner varied widely in 
tota) nitrogen content, For example in medias “C” 
and “D”, the total nitrogen content before filtration 


was 702 mg. per 100 c.c. in “C” and 264 mg. per 1) 


c.c. in “D”. (These medias were prepared in the 


same Jaboratory under the same conditions), 








TABLE 1] 
RESULTS OF CHEMICAL DETERMINATIONS 


(Expressed WM mE. per 109) c.c.+) 


COMPARISON OF RESULTS OF ANALYSES OF DIF: 
FERENT SPECIMENS OF MEDIA WITH THE COR- 
RESPONDING BACTERIAL FILTRATES 


MEDIA “A” 
Tota) Protein 
N.P.N. Nitrogen 
Filtered broth belore 


inoculation “yg 191 
239 180 


Nitrogen 


Filtrate strep vir No. 1 
¥FMvyate hem svaph alb No. 1 2609 Ys 


Filtrate hem staph alb No. 2 139.08 54.07 


Filtrate strep vir No. 2 121.03 r 19.97 





MEDIA “B” 

Filtered broth before 
inoculation 141 
Filxvate strep wick No. 3 VM 
Filtrate hem staph alb No, 4 197 





MEDIA “C” 


Filtered broth before 
Wmoculation 300 
Filtrate strep vir No, 3 509 


Filtrate strep vir No. 5 384 





MEDIA “D” 
Filtered broth before 


inoculation 245 
Filtrate strep vir No. 6 344 


DISCUSSION OF TABLE J] 


\. The total nitrogen in the filtrates prepared from 


samples “A,B,C.D” varied widely from that of their 


respective media, 


2. The filtrates prepared from the meat infusion 
broth showed a tota) nitrogen about twice as high 


when brain broth was used. 


J. Filtrates of different organisms using media from 


the same sample waried widely in total nitrogen con- 
tent. (The reason for this is being investigated fur- 
ther). Skin tests may wary widely according to the 
nitrogen content, This fact should be corrected be- 
fore considering the specific reactions of different 
antigens, 


4. Eittrates of Afferent types of organisms waried 
in total nitrogen content when the same media was 


used. 
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TABLE III 


(Chemistry readings expressed in mg, per 100 ct.) 


7.N.—Total Nitrogen 
N.P.N—Non-Protein Nitrogen 


P.N.—Protein Nitrogen 


Organism isolated Source Media used 


T.N. 


NPN. PN. Skin Test 





a cc. 





MEDIA “A” 
Brain Broth unfiltered 


Brain Broth filtered 





Case B 


strep vir 
Case B (above) 
hem staph alb 


Local Reaction 


+ reddening size of a dime 


Local Reaction 
+++ reddening 1 inch across 





Case G 


sirep vir MeMa “NA” as above 


Local Reaction 


aye reddening size of a quarter im- 


mediately 





Case S, 


strep vir 
Case 5, (above) 
hem staph alb 


Local Reaction 
+ pale red 1% inch across 


Local Reaction 
+++ reddening 34 of an inch 





Case S, 


strep vir 


Loca) Reaction 
Negative 





Case S, 


strep wir 


Local Reaction 


Negative 





Case P 
strep vir 


Case P (above) 
Dem staph ald 


Local Reaction 
Negative 


Local Reaction 


Negative 





Case F 


strep vir antrum Media “A” as 


drain- 
age 


Local Reaction 
++ arm red and sore 





MEDIA “SB” 
Brain Broth unfiltered 


Brain Broth filtered 





Case Q 


hem staph alb Media “B” as above 


In VVable III we have shown the results of a 
small number of skin tests in relation to the 
nitrogen content of the corresponding autogen- 


ous filtrates. It was found that the total nitro- 


gen of the filtrates varied even when the same 


media and organism were used. The local reac- 
tions seem to vary with the nitrogen content of 
the filtrates from the streptococci and staphy- 
lococci, and is being studied further. These re- 


Local Reaction 
+ reddening size of a dime, arm sore. 


sults tend to show some of the reasons why skin 
tests have been said to be of questionable value. 
However, skin tests may be of more value if the 


media is standardized by determining the total 


nitrogen content in both the original media and 
filtrates, the complete results of which will be 
reported in a subsequent paper when more ex- 
tracts have been tested on large groups of people 
for individual variation. 
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Since the work of Frank Billings* on focal 
infection, certain types of bacteria have been 
felt to play a prominent role in many cases of 
rheumatism. Cultures taken from 400 to 500 
patients suffering from some form of rheuma- 
tism have been shown to be streptococcus viri- 
dans more often than any other organism. Be- 
cause of that, we are making studies in order 
to determine whether different strains of the 
green producing streptococcus vary in the anti- 
genic substance present. Animal inoculations 
are being made with washed, killed bacteria, 
filtrate, alcohol-ether filtrate precipitate, and ex- 
tracts from broken down washed bacteria. The 
results of the animal inoculations, methods and 
procedures will be discussed in a subsequent pa- 
per. 

IV DISCUSSION 


Rheumatism is a chronic debilitating disease char- 
acterized by remissions and exacerbations, but we 
want to point out in many instances that the prognosis 
is good. It is a disease involving many factors each 
of which must be weighed with equal consideration. 
It is being looked upon more and more as one ob- 
viously connected with a disturbed physiology’. 
Therefore, we must look for disturbances in the 
metabolic rate, blood chemistry, hematopoietic sys- 
tem, menapausal complications, and evidence of focal 
infection, trauma, and the reaction of the capillary 
bed to the emotional status of the patient. It is the 
exceptional case that results from one causative fac- 
tor, more often it is a combination of several. 

Rheumatism is a disease requiring patience and co- 
operation on the part of both the patient and the at- 
tending physician. The patient should be informed 
concerning its chronicity and the length of treatment. 
Since it is often a long drawn-out and painful illness, 
it is quite important to keep the patient in as good 
mental state as possible. If this is done there will 
be less detrimental effect on the affected joints. 


The most difficult tasks in treatment of rheumatism 
are convincing the patient of its chronicity, the fact 
that it is something that he may have to live with to 
some extent the remainder of his life, and at the 
same time have him keep a good mental attitude. 
The physician has little trouble in getting a patient 
with coronary disease to curtail his activities or keep 
up proper treatment. In just the same manner a pa- 
tient with arthritis must adhere to his program if he 
is to be benefited. Case I is an example of the dif- 
ficulties a patient encounters when he fails to follow 
prescribed treatment. His affliction is obviously one 
that requires strict observance of his program. The 
patient must be treated as an individual and not as 
just another patient. The physician must seek and 
give cooperation at every point, as handling a case of 
rheumatism is often quite as trying on the doctor as 
the patient. 
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V. SUMMARY 


1. A practical method of handling a patient with 
rheumatism has been suggested based on a study of 
500 cases over a period of ten years. 

2. New methods of investigation have been men- 
tioned briefly, and research is being carried out on 
the chemistry of bacterial extracts to show why skin 
tests are unreliable in cases where infection is con- 
sidered the etiologic factor. 

3. Standardization of the media is highly important 
if a bacterial filtrate is to be used for skin tests to 
determine hypersensitivity. Our results already in- 
dicate that the type of medium used bears a definite 
relationship to the skin tests. 

4. Chemical and immunological studies are being 
done to see whether different strains of green pro- 
ducing streptococci isolated from cases of rheumatism 
vary in antigenic properties. 
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THE BAREFOOT BOY OF 1941 


“Blessings on thee, little man, 
Barefoot boy with cheeks of tan! 
Trudging down a dusty lane 
With no thought of future pain; 
You're our one and only bet 

To absorb the national debt. 


“Little man with cares so few, 
We've a lot of faith in you; 
Guard each merry whistled tune, 
You are apt to need it soon. 

Have your fun now while you can; 
You may be a barefoot man!” 


—Author Unknown. 





Y, 1942 


it with 
udy of 


l men- 
out on 
iy skin 
S Ccon- 


ortant 
Sts to 
dy in- 
efinite 


being 
1 pro- 
1atism 


t and 


ration 
_xper. 


etetic 
pre- 
1265. 


>ases, 


quir- 
1658- 


January, 1942 


PHYSIOLOGICAL PROBLEMS IN SUC- 
TION DRAINAGE OF THE GASTRO- 
INTESTINAL TRACT 


JoHN L. Linpguist, M.D. 
CHICAGO 


Suction drainage for obstruction of the gastro- 
intestinal tract is an indispensable adjunct to 
surgical treatment. It copes with perhaps the 
gravest features of g.i. obstruction, distention 
and the vicious chain of events initiated by dis- 
tention. Other aspects of the pathologic phys- 
iology of g.i. obstruction, however, are not cor- 
rected by suction drainage, or at best are only 
indirectly altered. These other processes of g.i. 
activity which become pathologic during obstruc- 
tion and remain so during the period of drain- 
age are the functions of digestion, absorption, 
and secretion. With surgical lesions of the g.i. 
tract prolonged suction drainage is often indi- 
cated and may of necessity be continued for many 
days or weeks until the tendency to distention is 
overcome. In these cases suction drainage, while 
preventing distention, may add to the marked 
depletion of water, minerals, and nutritive ele- 
ments that occurs with prolonged gastro-intes- 
tinal dysfunction. During the period of con- 
stant suction drainage physiological functioning 
of the digestive tract is minimal. Furthermore, 
a patient with a tube aspirating stomach and in- 
testinal contents more or less constantly is in 
the same predicament from the physiological 
point of view as the patient with pernicious vom- 
iting or with an intestinal fistula. The physi- 
ologic management, therefore, is similar to that 
of persistent vomiting or fistula. 


The pathologic physiology of gastro-intestinal 
obstruction is illustrated in Table I. This table 
also indicates how attacking distention by suc- 
tion drainage disrupts one vicious sequence of 
events but does not directly correct the other. 


The physiological management of suction 
drainage, therefore, involves three considerations 
as indicated in Table I; viz., 1. water balance, 
2. mineral or electrolyte balance, 3. nutritional 
balance. These problems are all closely related 
to one another, but for purposes of management 
it is simpler to consider them individually. 


Read before the Section on Surgery, 101st Annual Meeting, 
Illinois State Medical Society, May 22, 1941, Chicago. 
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The methods we have used at St. Luke’s Hos- 
pital for evaluating and treating these three 
problems of physiological balance are simple 
enough to be applicable in daily hospital work 
and have proven to be accurate enough to be 
effective. 


TABLE 1. PATHOLOGIC PHYSIOLOGY OF GASTRO- 
INTESTINAL OBSTRUCTIONS 


LUMENAL STASIS 


L 


EFFUSION 


tl 


DISTENTION 
(METEORISM) A. GASTRIC DILATATION 
B. ILEUS (MECHANICAL 


OR PARALYTIC) 


ACTUAL 
LOSS 
(SECRE- 
TION) 


VASCULAR STASIS 


s IMPAIRED 
INTAKE 
ANGREN 
aoa nciaania (ABSORP- 
TION) 


WATER 
MINERALS & ELEC. 
TROLYTES 
NUTRITIVE ELE- 
MENTS 

A. CALORIC 

B. PROTEIN 

C. VITAMIN 


PERITONITIS 


The processes in the column at the left are interrupted by 


suction drainage, while those on the right of the line are not. 


Water Balance: The pathologic physiology of 
dehydration as described by Marriott is outlined 
in Table II emphasizing the surgical importance 
of preventing severe dehydration or anhydremia. 


TABLE II. DEHYDRATION 


MILD DEHYDRATION DEPRIVES TISSUES OF 

WATER (MUSCLES, SKIN, ETC.) SEVERE DEHYDRA- 

TION DEPRIVES BLOOD OF WATER, LEADS TO 
ANHYDREMIA OR DESICCATION 


BLOOD CHANGES CLINICAL EFFECTS 
A. Physical State A. Impaired Circulation 


B. 


Decreased Volume 
Decreased 0? Capacity 
Increased Viscosity 
Increased Sp. Gr. 
Increased Osm. Pr. 
Composition 

Destruction of Red Cells 
Net Loss of Serum Pro- 
tein 


1. Cardiac Inefficiency 
2. Periph. Vasoconstr. 
. Pulmonary Stasis 
. Peripheral Stasis 
. Functional and Meta- 
bolic Disturbances 
1. Heat Regulation 
2. Renal 
a. Oliguria 
b. Albuminuria 
(Protein Loss) 
3. Cardiac 
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The clinical manifestations of anhydremia 
should be watched for or better prevented since 
they lead to many grave complications. Funda- 
mental to the maintenance of water balance are 
the serum protein level and the sodium ion con- 
centration. In addition to fluid intake and out- 
put these two factors must always be evaluated, 
especially when it becomes evident from a study 
of the fluid balance sheet that water balance is 
not being maintained in spite of apparently ade- 
quate fluid intake and output. 

The Fluid Balance Sheet used is shown in 
Table III. This sheet is inserted on the hos- 
pital record and kept accurately. 


FLUID BALANCE SHEET 


INTAKE 
Parenteral 


TABLE III. 


DATE 
Mouth/ 
Tube 


Total 


<4 


OUTPUT BALANCE 


Bottle Urine Total 
Drainage Vol. Sp. Gr. 
800 1.015 
to 
1500 +1000 
(MIN.) (MAX.) (MIN.) 


Daily recording on this sheet of the entire measur- 
able intake and output are made. The 24 hour urine 
specimen is examined for volume and specific gravity. 
The + and — signs are merely used here to indicate 
an algebraic difference between the totals which would 
show a + or — balance. The balance of course 
should be +. 


Daily observation of this sheet reveals at a 
glance the water balance of the patient and also 
indicates the approximate amount of fluid needed 


during the following 24 hours. As Coller and 
Maddock have pointed out urinary volume and 
specific gravity are the best clinical indexes of 
water balance. We believe that if the average 
patient’s 24 hour urinary output is 300 cc. or 
more there is no serious dehydration. A good 
water balance is also indicated by a 24 hour spe- 
cific gravity below 1.015. In patients with renal 
disease, however, the urinary output may be 
high and dilute evep though the patient is de- 
hydrated. On the fluid balance sheet the maxi- 
mum or minimum figures compatible with a 
good water balance are indicated in parentheses. 
These figures have been arrived at by observing 
ordinary surgical patients well on the way to 
convalescence. We believe that they represent 
the average for hospital patients who are not 
suffering from dehydration. The -+-1000 e-. 
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in the balance column represents the minimum 
daily difference between the measurable intake 
and measurable output and is the amount of 
fluid loss that cannot be measured in ordinary 
hospital routine. This 1000 cc. would include 
losses in perspiration, respiration, feces, etc. and 
also deficits taken up and retained by the body. 
It will obviously vary widely but under ordinary 
conditions it should average not less than -++-1000 
ce. daily. By simply following the routine of 
accurately recording in each column on this fluid 
balance sheet the measured volumes or specific 
gravities and making a daily balance we can 
see where the patient stands. The following 
day’s balance can then be regulated by increas- 
ing or decreasing the fluid intake. In most 
cases this simple method is quite effective if 
we strive for three things: a daily urinary out- 
put of 800 cc. minimum, a 24 hour specific grav- 
ity of not more than 1.015 and a positive bal- 
ance of 1000 cc. or more daily. 

In some cases, however, we find we are unable 
to maintain these three conditions in spite of 
the amounts or kinds of fluids given the patient. 
The fluid balance sheet may show a low 24 hour 
output, or a high specific gravity, a negative 
balance (i.e. less than 1000 cc.), or an exces- 
sively positive balance, which might indicate 
edema. The factors that must then be taken 
into consideration are listed in Table TV. Rov- 
tine tests and treatment of these conditions are 
also indicated. In the presence of an adequate 
supply of fluid the body cannot completely re- 
store normal water balance in cases with renal 
disease, serum protein deficiency, or with inad- 
equate sodium intake. On the other hand fore- 
ing fluids may cause edema in the presence of 

TABLE IV. FOR FLUID BALANCE BELOW 
MINIMUM CONSIDER: 


A. Renal Disease: Impaired concentrating power; large vol- 
ume, dilute urine; then low sp. gr. is not an index of 
good water balance. Normal kidneys can excrete 45 gm. 
urea plus 15 gm. NACL/liter of urine. Diseased kidneys 
require more water. Check blood chem. for N retention. 

B. Serum Protein Deficiency: Low O.P. of blood; normal 
water balance impossible; forcing fluids produces edema. 
Blood chem. for serum prot.; plasma transfusion. 

C. Inadequate NACL 

Avoid Edema. Causes: 1. Cardiac disease: Rapid adminis- 

tration of fluids; excessive 
NACL; excessive fluids; IV rate 
not more than 60 drops per min- 
ute. 
2. Renal disease: excessive NACL. 
3. Serum protein deficiency. 
Laboratory Aids: NPN; serum protein; CL; Cco,. 
For Abnormal Chemistry: Transfusion. 
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cardiac or renal disease or if sodium chloride 
is given in excess. Blood chemistry studies are 
helpful in evaluating renal or serum protein 
factors and blood chloride levels. Treatment 
of such patients with blood or plasma transfu- 
sions will provide a more normal chemistry for 
the restoration of water balance. 


Mineral or Electrolyte Balance: For clinical 
purposes and for simplicity we need only con- 
sider the sodium and chloride ion factors, since 
sodium chloride is the principal salt lost in 
constant suction drainage. With equivalent 
losses of Na and Cl, replacement with NaCl 
would restore the losses, and a study of blood 
chloride levels would indicate the amount of 
NaCl needed. These losses however are not 
always equivalent, and it is necessary to study 
the alkali reserve or CO, combining power in 
addition, to determine whether the acid-base 
halance is disturbed. ‘The use of the Miller- 
Abbott tube for drainage has a variable effect 
on acid-base balance depending on the level of 
obstruction or aspiration. This is indicated in 
Table V. With drainage from the stomach the 


TABLE V. MINERAL BALANCE 
Osmotic pressure of tissue fluids and ability of body to 
retain water depends on NA. 
. Acid-base balance depends principally on relative amounts 
of NA and CL. 
. Mineral balance depends on type and amount of minerai 
loss and replacement, and on level of loss from G.I. tract. 
Clinical Electrolyte Balance 
G.I. Level Type of Loss Result Therapy 
Acid (CL)>  Alkalosis Saline. Ringer’s, 
Base (NA) Blood CL Decr. HCY. ~H4CL, 
Blood CO, Incr. Gastror’ terosto- 
my, Je,unostomy. 


Stomach 


Variable Saline, Ringer’s, 

Blood CL Decr. HCL, Lactose, 

Blood CO, Decr. Sod. Bicarb. Glu- 
cose 


Duodenum Variable 


Acid or Base Parallel Decr. 
Base In CL and CO 
Tleum Base> Acidosis. CO, 
Acid Decr. CL Decr. 


Jejunum 


Saline, Ringer's, 
Glucose, Lactate, 
Sod. Bicarb. 


Cl loss is greater than the Na loss and alkalosis 
results. The blood studies show a low Cl and a 
high CO.. The treatment indicated is to re- 
place NaCl and at the same time to overcome 
alkalosis. This may require gastro-enterostomy, 
or jejuostomy for feeding, in case of pyloric ob- 
struction or in case of closure of a gastro-enter- 
ostomy stoma. In the case of drainage from the 
ileum the Na loss is greater than the acid loss 
and acidosis results. The problem then is to 
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replace NaCl and combat the acidosis. For 
drainage between the stomach and ileum the 
relative losses of Na and Cl are variable and a 
study of the blood chlorides and alkali reserve 
indicates the electrolyte balance and the type of 
therapy necessary. The treatment of the acidosis 
or alkalosis in these cases is often difficult be- 
cause of impaired absorption from the gastro-in- 
testinal tract and because of the limitations of 
giving acid or base parenterally. Progressing 
alkalosis is more difficult to treat than acidosis, 
but in either case blood or plasma transfusion 
will help to restore normal acid-base balance. 


Another physiological consideration of prime 
importance in patients requiring constant suc- 
tion drainage in nutrition. These patients are 
often in a serious state of malnutrition because 
of long standing g.i. tract disease before they are 
subjected to surgical treatment and constant suc- 
tion drainage. During a period of prolonged 
drainage even the acute case may develop signs 
of nutritional deficiency. ‘The causes, results, 
and complications of nutritional disturbance are 
outlined in Table VI and the clinical signs and 


TABLE VI. NUTRITIONAL DISTURBANCES 


Duration of Symptoms: Obstruction, vomiting, anorexia, mal- 
nutrition, cachexia, sepsis 

Operative Blood Loss and Trauma 

Duration of Postoperative G.I. Inactivity 

Results: 
Depletion of carbohydrate, fat, protein stores 
Lowered serum protein and potential edema 
Avitaminosis 
Anemia 
Cardiorenal impairment 
Lowered General resistance 

Complications: Pulmonary, cardiac, peritoneal, renal. 
Impaired wound healing: Infection; disruptions of G.I. 

tract and abdominal wall 


treatment in Table VII. The need for paren- 
teral protein administration in these patients is 
great. Blood transfusion has heretofore been 
the only safe way to give protein but recent work 


TABLE VII. NUTRITIONAL DISTURBANCES 
Clinical Picture: 
Emaciation 
Skin w-inkled, colorless, loss of elasticity 
Tongue dry, red, beefy 
Mental apathy or irritability 
Laboratory findings 
Treatment: 
Best possible preoperative preparation 
1. Gastro-intestinal decompression 
2. Food, liquid, minerals, vitamins by mouth when 
possible 
Transfusion 
Parenteral glucose, salts, vitamins, (aminoacids?) 
Careful postoperative study and management 


with parenteral amino acids and preparations of 
casein may prove to be of value in these patients, 
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Summary and conclusions. 

1. The patient. requiring constant suction 
drainage of the gastro-intestinal tract presents 
a complex physiological problem. 

2. Drainage relieves distention and indir- 
ectly improves g.i. function but has no immedi- 
ate beneficial effect on water balance, electro- 
lyte balance, or nutrition. 

3. When prolonged, drainage aggravates the 
patient’s depletion. 

4. A simple method of evaluating water and 
electrolyte balance and nutritional deficiency is 
outlined. 

104 S. Michigan Avenue 
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THE FAVORABLE PROGNOSIS OF 
CORONARY DISEASE 
Drew Luten, M. D. 
ST. LOUIS 

In various organs of the body it is not uncom- 
mon to note disease of considerable extent with 
neither impairment of function nor pain. It is 
well recognized that this observation may apply 
also to the coronary arteries, and the evidence 
appears to be conclusive that in certain indi- 
viduals extensive coronary sclerosis may exist 
over a long period of time with few clinical 
manifestations. It is not, however, to such silent 
cases of coronary disease that attention here is 
directed, but to cases exhibiting symptoms of 
various intensity in which the patient may en- 
gage in satisfactory activity over many years of 
useful life. 

There is no new conception, but it is one that 
deserves to be emphasized. Coronary disease is 
indeed a grave matter; and its gravity has been 
so well appreciated both by physician and by 
patient, that in many instances we have failed to 
give due weight to considerations that may lessen 
the seriousness of its import. This applies both 
to cases with angina of effort and to those with 
coronary thrombosis, and to cases with the 
Adams-Stokes Syndrome as well. In disease of 
the coronary arteries, as in many other diseases, 


Read before North Shore Branch Chicago Medical Society, 
January 7, 1941. 
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recognition first was given only to the more 
severe cases, and it was around the manifesta- 
tions of such cases that medical thought was 
moulded. In view of subsequent knowledge it 
now appears that this early emphasis on its 
serious aspects has persisted too exclusively of 
other considerations. 

It was on July 21, 1768, before the Royal 
College of Physicians, that William Heberden 
read a paper in which he proposed the name by 
which angina of effort since has been known, 
and in which he gave a comprehensive descrip- 
tion of the syndrome. At that time he called par- 
ticular attention to the likelihood of sudden 
death. 


“There is a disorder, of the breast, marked with 
strong and peculiar symptoms, considerable for the 
kind of danger belonging to it, and not extremely 
rare, of which I do not recollect any mention among 
medical authors. The seat of it, and sense of strang- 
ling and anxiety with which it is attended, may make 
it not improperly be called Angina Pectoris. . 


“When I first took notice of this distemper and 

could find no satisfaction from books, I consulted an 
able physician of long experience, who told me that 
he had known several ill of it, and that all of them 
had died suddenly. This observation I have reason 
to think is generally true of such patients, having 
known six of those, for whom I had veen consulted, 
die in this manner... . 
. . . . “What the particular mischief is, which is 
referred to these different parts of the sternum, it 
is not easy to guess, and I have had no opportunity 
of knowing with certainty.” 

For many years various theories regarding the 
etiology of this “particular mischief” were in 
vogue; anaemia of the heart muscle, stretching 
of the outer coat of the supracardiac aorta, and 
exhaustion of the myocardium, each claiming 
notable advocates. It remained for Keefer and 
Resnik in 1928 with conspicuous clarity to pre- 
sent comprehensive evidence for the view, now 
generally accepted, that angina pectoris results 
from insufficient circulation in heart muscle — 
whether it be due solely to anoxaemia, as they 
believed, or to some other result of ischaemia, 
local or general. 


Like Heberden, Keefer and Resnik stressed 
the likelihood of sudden death, making it an 
integral feature of their conception of angina, 
and emphasizing the importance of so regarding 
it. It was necessary in diagnosis that they do 
this, so as to establish the true nature of the 
syndrome and thus emphatically to relate it 
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surely to the circulation of the myocardium. 
That done, however, it would appear now equally 
important to stress the other fact; namely that 
sudden death, while its possibility is inherent, 
need not invariably occur, and that inherent 
also in many cases is the possibility of improve- 


ment. 


The same emphasis exclusively on its more 
serious aspects at first applied also to our con- 
ception of coronary thrombosis. Before Herrick’s 
publication it was generally believed that oc- 
clusion of a coronary artery regularly was sud- 
denly fatal. As early as 1912 that master 
physician said : 


“But there are reasons for believing that even large 
branches of the coronary arteries may be occluded 
— at times acutely occluded — without resulting 
death, at least without death in the immediate future.” 
Herrick reported such cases and called attention 
to the possibility that certain slight anginal 
attacks may be due to obstruction of small coro- 
nary twigs. It was only after some years, how- 
ever, that in ante-mortem diagnosis physicians 
generally began to consider the possibility of 
coronary occlusion. By those who finally began 
to report series of cases, the immediate mortality 
ordinarily was estimated at about 50 per cent; 
but with the common recognition of the syn- 
drome, subsequent years have witnessed a pro- 
gressive lowering of this figure until at present 
it is put at about 15 per cent. With regard to 
ultimate prognosis, however, pessimism still dom- 
inates the outlook. In spite of the fact that 
there is a steady increase in the number of cases 
of long survival that are reported and that are 
observed by physicians everywhere, the mind of 
the patient and the attitude of the doctor appear 
still to be influenced too exclusively by the time- 
honored gloomy aspects of the situation. 


Much of the vast increase in our knowledge 
of the coronary circulation and of the factors 
which modify it tends now to lessen the darkness 
which has enshrouded the future of patients with 
symptoms of coronary disturbance. Not only is 
the rich anastamosis throughout much of the 
coronary tree now appreciated, but it is known 
also that in older years anastamosis tends to 
increase, a tendency through which nature ap- 
pears to provide for relief of some of the im- 
pairments, temporary or more permanent, that 
might be expected to occur. 
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It is well known that in many instances the 
area of infarction may be quite small. Admitting 
that at least in most cases coronary thrombosis 
implies sclerosis, it must also be admitted that 
the event may 6ccur in a more or less isolated 
spot in the arterial tree, and thus carry little 
implication of wide spread involvement. Such 
instances may constitute true examples of what 
many of us, often with more precision than un- 
derstanding, sometimes term “coronary acci- 
dents.” Indeed it appears that upon occasion 
thrombosis in a coronary artery may be the result 
of a combination of circumstances as truly ac- 
cidental and carrying no more implication of 
repetition than many of the other accidental hap- 
penings that may cause injury to various parts 
of the body. 


Regarding the very etiology of coronary scler- 
osis there are many unanswered questions. In 
view of the fact emphasized by Allbutt, Brooks, 
and others, and to which attention recently was 
called again by Gilbert, that in older individuals 
some degree of coronary sclerosis almost invar- 
iably is present, it must be questioned indeed 
whether in all instances we are justified in re- 
garding coronary change as other than the aging 
process to which all flesh is heir. Whether or not 
upon occasion it may be that some special causa- 
tive factor ceases to operate, it appears unques- 
tionable that not infrequently sclerosis, like so 
many other chronic processes, may progress only 
with extreme slowness, if indeed it does not 
become stationary. Frequent reference has been 
made to the fact above noted that there is no 
necessary parallel between the degree of coro- 
nary involvement and the severity of symptoms. 
Widespread involvement may exist with few clin- 
ical evidences, while severe symptoms of coronary 
insufficiency may occur in an individual with 
no evidence of change in his coronary arteries 
greater than might be expected at his age. 


Although there is general agreement that 
angina is produced by temporary insufficiency 
of the coronary circulation, there is still much 
question, at least in many cases, as to the precise 
mechanism by which this insufficiency is pro- 
duced. Is it due to a contraction of the coronary 
bed, brought about by arterial constriction, (or 
by increase in the tone of heart muscle as sug- 
gested by Libman and others)? Or is the in- 
sufficiency merely relative, a failure of the vessel 
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to dilate upon increase in demand for blood? 
May both factors operate? Is the insufficiency, 


whatever its mechanism, general] or loca)? Grant- 
ing that in most instances the inability of 
selerosed coronaries to undergo fhysiologie dila- 
tation may in itsell be enough adequately to 
explain the attack, may it not be also that in 


certain cases coronary spasm does occur? An 


Yncreasing, amount of evidence SagEests nat i 


does. If the vessels can undergo active con- 


smMiciion may nov Ymis Yake place mM a pahent 
whose coronaries are altogether normal? And 
wnne admivedly spasm itseli, 1 it occurs, might 
well be an event of great danger, yet in some 
cases might it not be.attended by danger of 
lesser degree? Might not the degree of risk he 
considerably less in the presence of a normal 
myocardium than im myocardial disease? 


{f spasm occurs, there is much evidence that 
on occasion iV may be oi refiex origin. Might 


not there be a cessation of those factors which 
initiate such reflex coronary spasm? If in spite 
of increasing evidence, one declines to admit the 
possibility of spasm as a cause of angina, and in- 
sists that in all cases the circulatory insufficiency 
Js relative, it must nevertheless be admitted that 
the extent of muscle area insufficiently sug plied 
with blood is a matter of uncertainty. In some 


Ymsteamces meg wot Lhe affected area He quite 


small, the result af focal variation in arterial (n- 


Nolvement? dn Siew of Lhe fact, now well Known, 
that development of collateral cireufation may he 
vonmderaye, may 1 Moy pe Mad Ye response 
area ultimately becomes better supplied with 
wood and consegnenny ess Have ro suyer, 
even relatively, from insufficiency ? 


Lt appears that coronary thrombosis 1s not 


imvariably attended by infarction, bat That upon 


aceasion callataral cireuation restores the ischae- 


me area belore miarchnon develops. Li coronary 
spasm he admitted, may it not be that, in some 
mstances oI c)nica) thrombosis, loca) spasm it- 
self causes ischaemia with or without the devel- 
opment of thrombosis or of intarction, and with 
no great implication of extensiwe wascular dis- 
C6486? 

ww Lhe symptom compiexes associated with 
derangement of the coronary cireufation, so 
varied im localization and im character, hie 
enough is known regarding the factors that de- 
termine the precise pattern in an individual 


ease. Just what is the exact relationshiy between 
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the abdominal and the more distinctly cardiac 
symptoms in certain cases of angina and of 
thrombosis? For a long time it has been assumed 
that in many patients with coronary insuffi. 
ciency, gastro-intestinal symptoms may oceur 


without abdominal disease but due entirely t 


the cardiac disorder. Much recent investigation 


emphasizes the probability that the reverse proc. 


ess ocears, and hal Pasbro-imiestimal tellers 


may produce change in the coronary circulation 
productive oi cnaracternishic maniiestahons. Yhe 


relationship of gall bladder disease to coronary 
symptoms stil) demands much thonghtin) inyes- 
tigation. Admitting that in most clinical cases 
such reflex production of cardiac symptoms «. 
eurs only im the presence of coronary impair 
ment, the question still arises whether in some 


Imstances Lhe cardiac symptoms may Not arse 


from abdominal disturbance without implication 
oi coronary Misease. Might nov more attention to 


improvement of disorders below the diaphragms 
in some cases lessen the incidence of reflex 
coronary disturbances, whether undue sclerosis 


be present or not? 


Im the cases of certain patients with “high 


nervous aid emotional tension” who experience 


syreptoms referable to the wiscera sagghed by 


twa large tranches at the vagus, we may (asst 


Wane Ween Ly yay VO separate Loo MisimMcyy Noe 


disorders and fo freat foo separately their com- 
prams. May iv nov be Vhal mM certam cases Thera- 


peutic measures directed toward better function- 
mg of the autonomic nervous system wi) relieve 
some of these patients of their complaints with- 
out permanent impairment ot heart or of gastv 
intestinal wiscera 2 


The very gaps in our understanding of the 


mechanism of prodtuction of coronary symptoms 


must themselves in many instances enhance the 
possipiity oi a happier outlook. For surely it 38 


illogiea) to build confident prognosis upon diag- 
nostic postulates whose bases are insecure. 


Be the details of thrombosis, of angina, and af 


coronary sclerosis itself what they may, it # 


well known that im mamy patients evidences & 


coronary Usorder imply tittle tmpatrment of 


Health andi Vitle curtailment of longevity. Yo 


many a man it is true that coronary occlusion 
causes death within a few moments or within a 


few days. But in many others it produces only 
a temporary episode of i) health of various 


length and severity, with no recurrence and with 
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clinical recovery complete. In some instances 
the patient does not cease his usual activities. 


Between these extremes occur cases of every 
gradation. ‘ 
A similar classification applies to cases of 


angina of effort. In some the patient may be 
completely imcapacitated, while in others the 


attacks may cease, at least for long intervals of 
time, In many instances the rate of progress may 
be quite slow, no faster than the average aging 
process, In many such cases the patient may 
xyeach apyroximately bis expectancy, and do so 
wit kettle added restriction af his usual aecu{ia- 


‘ion. 


In the same address in which he called atten- 
tion to the likelihood of sudden death inherent 
in angina, William Heberden in 1%68 said also+ 


oes But though the natural tendency of this 1{{ness 


be to Kill the patients suddenlhy, yet unless it have a 


power of preserving a person from all other ails, it 
will easily be believed, that some of those, who are 
afflicted with it, may die in a different manner, since 
this disorder will last, as I have known it more than 


once, near twenty years 


John Hunter himself Lwed twenty years with 


the disorder even though he appears to have 


achieved Little success im avoiding the wexations 


» lee rectatated tus attacks. While keanag 


Wd Coc rnors icarsoms icavares M Yne prop 


losis of coronary disease, 1s 1¢ not time that we 
HNe posrvryve avvenVion aso Lo Ws more iavorapie 


aspects 7 
Al) of us doubtless have observed many cases 


that Whastrate the cessation or slow Yrogress of 


Uhkthitey Mstecbauas. A tex exaes ae the 


Wow LOE, = 


In 1931 a man 67 years old suffered a typical attack 
of coronary thrombosis with anterior infarction, After 
a period of inactivity he resumed his occupation, 
which involves a certain amount of walking, Although 
he has experienced angina pectoris at intervals of a 
iew weeks or a iew months, particularly on walking 


tt (he wind or up a slight incline, he has not had to 


Sscomimnt his work or to lose ime irom i. 


A physician with conspicuous hypertension began 


‘o have severe attacks of angina pectoris in 1937, 


The severity of the attacks lessened, but they in- 
creased in frequency, occurring severa) times a day. 


Gradually the frequency diminished until a short time 
ago he reported that he experienced only occasiona} 


attacks particularly on going out in the evening after 
Somer. Meantime he has not curtailed the extent oi 


fis practice, although he has modified somewhat the 


Wanner of MW. 
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In 1936 a business man 67 years of age experienced 
severe anginal attacks with exertion and with emo- 


tional upsets; a few times in the night. Gradually 
the attacks diminished both in frequency and in 


severity, he reporting a year and a half later that he 


had “not had a real heart attack for over two months.” 


After twa more years he still had had na severe pain 


ad Aonal discomfort. He 





and had experi only 


continued to have very few anginal symptoms until 


his death of pneumonia in May 1940 at the age of 70. 


A college gratessar at 62 had a caranary theambasts 
im the spring of 1932. At the beginning of the fall 
term that year he began to carry his full schedule, and 
remained entirely free of symptoms until the fall of 
1936. Then at infreguent intervals he began to expe- 
rience mild angina) attacks upon activity too soon after 
eating, and for a time he complained of more or less 
continuous discomfort in the region of his left deltoid. 
His work has not been interrupted although he is 
still quite active in teaching. 

In October 1925 a physician 49 years of age had 
occasional oppression in his chest on exertion. Three 


years previously he had had pain of two days dura- 


tion in his feft chest, at which time he was in bed for 
two days, 1 being six months beiore he felt quite 


well, {n December [925 he experienced a coronary 
Xhrombosis of moderatc severity, but was away irom 
work oy a Lew weeks, Alter tecovety ke wes Lee 
eof symptoms for seweral years. Then he began to 
notice extra systoles, and Jater to experience chest 
pains at infrequent intervals. He is still actively en- 


gaged in practice although he may have an attack of 


pain upon emotional excitement or if he does much 
walking. 


Four years ago a farmer 69 years of age had had 
Irequent short dizzy spells over a period of several 


months. Once he had lost consciousness and had 
yahtn, Ys Oerirorarhhogram snowed a complete A-V 


block with variation in the form of the ventricular 
SOMBPSHES, SO WAH TCONSPIToons GUNoMN_S M Tarte. 


Che attacks decame fess frequent, and im the summer 
of 1933 he reported Lat fac trad nad mons “Lor a Long 


time.” A year fater fe stiff was free of attacks, but 


‘wad considerable a Sent oedema. A few days ago 


there was little if ay Celta, dia he repotled to 


attacks of dizziness. 





Some two years ago a business man 66 years old 
surmmoned bis doctor at night because of severe chest 
Gilt. He questioned the dactot’s tagnasts of corattary 
thrombosis and next morning went to his office as 
usual, stopping by the physician's oltice lor da electta- 
cardiogram. The record was typical of anterior in- 


farction, Stil) unconvinced he continued to work, and 
three days later visited another doctor who noted 
a pericardia) friction, obtained another electrocardio- 
gram which showed the usual progressive pattern of 
infarction, and succeeded in persuading the patient to 


stay in bea a week or so before resuming his work. 
Aynough this man has continued his: occupahon and 


even worked on his lawn the past summer, he has had 
ho subsequent cardiac symptoms. 
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A\though it is well appreciated that such cases 


are by no means unusual, impressions moulded 
Sy a ondred and fifty years of fearful tradition 


are but slowly modified. Thousands of execu- 
Vives, salesmen, doctors, lawyers, government 


officials, ministers, business men, and teachers 
with various and varying symptoms of coronary 
insufficiency are doing their daily work. By 
greater or less modification of their accustomed 
regimes many of these men and women work as 


effectively as hetore the onset of symptoms, even 


\i others are not so fortunate. Some die sudden- 


ly, some gradually lose effectiveness, others im- 
prove, and still others became symptom free. 
Shall we permit our attitude toward the patient 
to reflect the possibility of sudden death; or 
shall we just as correctly emphasize the possibil- 
ity of long life with lessening pain? A large 
share of the worthwhile work of the world today 
is being done by those who have angina pectoris 
of greater or less degree and by individuals 
with an unquestioned history of coronary throm- 
bosis. Careful attention to the attitude we show 
as well as to the specific directions we give, in 
many instances not only will enable them to do 
their work better and for longer years, but will 
also go far to lighten the cloud under which too 
many of them live. It may also lessen the tension 
and anxiety which in many cases are contribu- 
tory to unhappy episodes. Just how great is the 
therapeutic value of cheerfulness perhaps can 
never precisely be determined. Our efforts in the 
therapy of body ills frequently must be mis- 
directed, and our ignorance forgiven; but in the 
therapy of mental pain no excuse can be offered 
for failure to employ the one sure agent, cheer- 
ful optimism. Surely a large share of our art 
is occupied with the relief of suffering, and if 
sometimes events do not substantiate the hope 
we offer, on other occasion the passing years 
abundantly justify the cheerful outlook we have 
insistently maintained. Let us keep in mind the 
words with which Parkinson closed his address 
before the British Medical Association at its 


Centenary Meeting in 1932: 


“Too much stress has been laid upon the gravity of 
angina pectoris. It is inseparable from a risk of sud- 
den death, but this may be deferred for years. In 
attacks of coronary thrombosis and in the severer 
grades of angina of effort the pain is extreme and 
the danger is great, but milder forms are common and 
often run a tolerable course. There is every gradation 
between mild angina of effort and severe coronary 


Yammary, SH 


thrombosis, as there is every grade of coronary d- 
sease, Too much attention has been centered on the 
anginal death, and too little on the anginal life and 


its management.” 





VITAMIN K IN 


HYPOPROTHROMBINEMTA 
JoHN E, KaRABIN, M.D. 


EVANSTON 


Vitamin K deficiency is characterized by a 
depletion of plasma prothrombin which is inti 
mately imvolved im ‘the mechanism of biooi 
clotting. A prothrombin deficiency may he the 
cause of excessive and dangerous bleeding in 
patients with hepatic or gastro-intestinal disease. 

The mechanism of action of vitamin K is not 
known except that it is utilized by the liver in 
the formation of prothrombin. Experimenial 
observations indicate that liver damage is te 
sponsible for the reduction of plasma prothrom- 
bin and that the liver is the chief, if not the 
only, source of prothrombin. ‘There is very 
little storage of vitamin K and very little reserve 
of prothrombin in the body. 


Clinically, liver damage may occur in various 
Any obstruction to the extra-biliary 


passages may secondarily cause liver damage. 


diseases. 


Primary liver disease through infections, 
neoplasms, metabolic or other factors may affect 
the liver to such an extent as to result in a 
lowered plasma prothrombin level. 

Natura) vitamin K is a fat soluble substance 
whose absorption depends upon the presence of 
bile salts in the intestinal tract. A good general 
diet apparently contains enough vitamin K to 
maintain a normal plasma prothrombin level. 

Two synthetic compounds with vitamin K 
activity have been used successfully in patients 
with a hypoprothrombinemia. An oil soluble 
compound 2-methyl-1, 4-naphthoquinone was 
used orally and a water soluble compound + 
amino-2 methyl-l-naphthol hydrochloride was 
used parenterally. The prothrombin determi- 
nations were done by the Smith method, and 
recorded in percentage of normal clotting activ- 
ity. Bleeding levels could occur at any level 
below %0 per cent. 


From the Department of Surgery, University of llinois 
College of Medicine. 


Presented before the Section on Surgery, 101st Annual 
Meeting, Illinois State Medical Society, May 22, 1941. 
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No correlation between the degree of jaundice 
or the duration of the jaundice and the plasma 
prothrombin Jevel could be made of eighteen 
jeundiced patients with reduced plasma pro- 
thrombin. five patients who had dangerously 
\ow levels Ud not have jaundice. Conversely, 
several severefy jaundiced patients fad normal 
prothrombin Yimes. ‘Thus one may assume that 
jaundice in itself is not a criterion for the deter- 
mination of prothrombin levels. From these 
observations it appears that any patient susypec- 
ted of liver damage with or without jaundice, 
and with or without bleeding, should have a 


prothrombin determination if one wistes to 
eliminate entirly the danger of hemorrhage. 


Oral Administration. The initial oral dose 
used was 6 mg. of vitamin K and 2 Gm. of bile 
salts. As a routine, 5 grains of bile salts were 
given with every milligram of vitamin K. A 
daily dose of 1 to 3 mg. maintains a normal 
prothrombin level in most patients. 


The following case illustrates the effect of 
the therapy + 


Case M.R. presented a moderate degree of 
jaundice of four weeks’ duration due to a 
common duct stone. Preoperatively, the pro- 
thrombin activity was 61 per cent. This patient 
was given 1 mg. of vitamin K three times 
daily, with 0.33 Gm. of bile salts to each 
milligram. After one dose the level in twenty- 
four hours was 74 per cent. In forty-eight 
hours after three doses the level reached 91 per 
cent. Such a gradual rise in the plasma pro- 
thrombin was obtained with small doses. The 
level dropped to 75 per cent in twenty-four 
hours. Then, an initial 6 mg. dose of vitamin 
K and 2 Gm. of bile salts were given. A rise 
to 95 per cent was then attained in one-half 
hour. Other patients responded similarly to 
these doses. There is no objection to the use 
of small doses of the compound when preparing 
a patient for surgery; however, if an immediate 
eflect is sought, an initial large dose is recom- 
mended. 


Vitamin K must be given with bile salts when 
the latter are not secreted into the intestinal 
tract. I found that in the absence of bile 
salts the resvonse was negligible. This was 
illustrated by the case of A.K.; the patient 
gave a good response to an initial dose of 6 
mg. of vitamin K with bile salts, rising from a 
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57 per cent level. to 100 per cent. However, 
after the prothrombin time had dropped in 
twenty-four hours to 47 per cent, 6 mg. of the 
vitamin were given without bile salts, but there 


was Do response. Then 1 mg, of the compound 


was given with 0.33 Gm. of bile salts, three times 


daily. Atter one dose, the level was G3 per cent. 


After four doses, the level was 100 per cent. 
Another patient, 0.P., was treated for acute 
intestinal obstruction by Wangensteen gastric 
siphonage for seven’ days. A vitamin K de- 
ficiency was present due to starvation. It was 
assumed that bile salts were secreted into the 
Jntestinal tract, Three milligrams of vitamin 
K were given without bile salts. The duodenal 
tube was clamped off for two hours. The level 
rose from %9 to S91 per cent in twenty-four 
hours. The next day it dropped to 70 per cenf. 
Six milligrams of vitamin K, without bile 
salts, were given and in one-half hour the level 
was 90 per cent. In twenty-four hours it was 
again 90 per cent, and in forty-eight hours it 
was 100 per cent. Thus, one is guided by the 
etiologic factor of the vitamin K deficiency as to 
whether or not bile salts should be given in 
conjunction with vitamin K. 

The response to the synthetic vitamin K is 
apparently immediate. When an adequate dose 
was given, a rise in the prothrombin level was 
obtained within one hour. Five patients were 
observed to determine the rapidity of action of 
the compound. In the case of A.K., one hour 
after an initial large dose, the level rose from 
57 to 100 per cent. In the case of M.R., a %5 
per cent prothrombin activity increased to nor- 
mal one-half hour after an initial 6 mg. dose. In 
three other cases there was a similar rise in one- 
half hour from 7%0 to 90 per cent, 66 to 80 per 
cent, and 74 to 90 per cent, respectively. Ab- 
sorption of vitamin K is presumed to take place 
in the small intestine. The effect was so rapid 
that one might even suspect absorption from the 
stomach. Since the absorption was so fast, I gave 
the vitamin to several patients who were being 
treated by constant gastric siphonage. The vita- 
min K was given by mouth, the duodenal tube 
clamped off for an hour, and the prothrombin 
level determined. The response was good in all 
cases. 


An attempt was made to determine the dura- 


tion of the effect of a single dose of the vitamin. 
The rise in prothrombin activity following a 
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single dose was maintained in some cases for only 
twelve hours; in others, for three days; and in 
some it remained normal. Clinically the patients 
with severe liver damage did not maintain the 
prothrombin level as well as did those with rela- 
tively good liver function. Undoubtedly there 
were exceptions to this. With such a variation in 
the maintenance of the plasma prothrombin one 
can be assured that the level is kept within nor- 
mal limits only by repeated prothrombin deter- 
minations. Maintenance doses of 1 mg. of the 
vitamin, three times daily, are recommended if 
one is unable to perform the test very often. 
In the case of M.R. it was seen that the pre- 
operative level of 75 per cent was increased to 
100 per cent by a single 6 mg. dose. There was 
no abnormal bleeding. Not until the eighth post- 
operative day did the level begin to drop. On 
the tenth day it had reached 55 per cent. At this 
point therapy, to which the patient responded 
immediately, was started. This patient main- 
tained a normal level for eight days postoper- 
atively after only a single initial large dose of the 
compound. 


A normal prothrombin activity before surgery 
does not indicate that the prothrombin percent- 
age may not drop to dangerously low levels post- 
operatively. The fourth to the seventh day after 
operation was found to be the time when levels 
were lowest. The postoperative prothrombin level 
in seven cases following biliary surgery is il- 
lustrated. Five of these patients were jaundiced ; 
two were not jaundiced. In all of them there 
was a significant drop in prothrombin activity 
between the fourth and seventh day, an interval 
that might be called the “critical period.” Pa- 
tient P.V. had a moderate degree of jaundice of 
four weeks’ duration, due to a common duct 
stone. This patient was given daily doses of 3 
mg. of vitamin K with bile salts preoperatively. 
On the fourth postoperative day the level dropped 
to 63 per cent. Six milligrams of the vitamin, 
with bile salts, were given, and in one-half hour 
the level was 100 per cent. This level was then 
maintained on a 3 mg. daily dose until the pa- 
tient was on an adequate diet. 


No toxic effects and no nausea or vomiting 
were observed after the administration of the 
synthetic vitamin K. One patient was given as 
much as 50 mg. of the compound in a twenty- 
four-hour period without any ill effects. How- 
ever, the prothrombin level could not be elevated 


January, 1942 


above normal even with this relatively massive 
dose. From this observation I supposed that 
there was a stabilizing effect, most likely through 
the liver, which prevents an increase in the 
plasma prothrombin level above normal. 


Parenteral Administration. Parenteral admin- 
istration of vitamin K has several advantages 
over oral administration. By the oral route, there 
may be a lack of absorption due to intestinal ob- 
struction, paralytic ileus or some other intestinal 
complication. By the parenteral route the vita- 
min may be given to patients who are unable to 
take it orally because of nausea or vomiting. 
In the treatment of hemorrhagic disease of the 
new born, for which vitamin K is very effective, 
the parenteral method is especially indicated. 
When the substance is administered parenterally 
it is not necessary to give bile salts. 


The average initial dose was 1 to 3 mg. given 
intravenously and followed by 3 mg. daily as a 
maintenance dose. Some patients received 1 mg. 
daily and responded favorably, while others 
needed larger doses. The intramuscular dosage 
used was the same. However, this method of 
administration was not as satisfactory as the 
intravenous route. The case of 0.M., a patient 
with cholelithiasis and jaundice due to secondary 
hepatitis, illustrates the intravenous therapy fol- 
lowed. The level of plasma prothrombin before 
operation was 84 per cent. On the first day fol- 
lowing cholecystectomy the level dropped to 62 
per cent. Two milligrams of vitamin Ks was 
given intravenously, and in one-half hour the 
level reached 86 per cent. In two hours it was 
100 per cent. Twenty-four hours later it had 
dropped to 71 per cent. At this time 1 mg. was 
given intravenously three times a day. The 
prothrombin level returned to normal and re- 
mained there with this regime. H. M. a patient 
with jaundice due to a common stone, illustrated 
the more gradual response by the intramuscular 
route. The prothrombin level on the firs‘ day ‘ 
following a choledochostomy was 83 per cent; on 
the second, 70 per cent, and on the third, 64 
per cent. Three milligrams of vitamin Ks, was 
given intramuscularly. In one hour the lever was 
75 per cent; in two hours, 76 per cent, and in 
three hours, 80 per cent. The percent then 
dropped to 74 in four hours. Three milligrams 
of vitamin Ks was given intramuscularly with 
1 Gm. of bile salts by mouth. In one hour the 
level increased to 78 per cent; in two hours, to . 
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84 per cent, and in three hours, to 86 per cent. 
The level again dropped in twenty-four hours to 
67 per cent. Vitamin K (2-methyl-1, 4-naphtho- 
quinone), 2.4 mg. with 1 Gm. of bile salts, was 
given by mouth. In twenty-four hours the level 
was 68 per cent; in forty-eight hours, 90 per 
cent, and in seventy-two hours, 96 per cent. 
This level was maintained. However, the pa- 
tient was improving generally, and the two fac- 
tors were probably responsible for the continued 
oral improvement. 

The response to the intravenously given vita- 
min K-active compound occurred within three- 
quarters of an hour to one and one-half hours. 
Patients with relatively good hepatic function 
showed normal levels of plasma prothrombin 
within two hours after the administration of the 
active compound. However, patients with dam- 
aged livers often did not reach a normal level 
of plasma prothrombin until twelve hours had 
elapsed; others never reached normal levels, in 
spite of the prolonged therapy. 


SUMMARY 


The dosage of the oral and parenteral syn- 


thetic compounds recommended varies from 1-3 
mg. daily. 

The dose of the vitamin K-active compound 
needed to maintain the plasma prothrombin 
varies with the individual patient. Maintenance 
doses can be estimated only by repeated pro- 


thrombin determinations. One milligram three 
times a day or 3 mg. in one dose are satisfactory 
amounts for maintenance. 

Bile salts are necessary with the vitamin K 
compound for the patients who do not have bile 
salts secreted into the intestinal tract. 

Bile salts need not be given when parenteral 
vitamin K therapy is used. However, their 
value in patients who are not secreting the bile 
salts into the intestinal tract must be recognized. 
Their deficiency may produce adverse effects in 
the body economy not related to prothrombin. 

The effect of the parenteral water soluble com- 
pound vitamin K is no greater than that noted 
after the use of the oil-insoluble vitamin K com- 
pound, but vitamin K; has the distinct advan- 
tage that it can be given at any time in the pre- 
operative or postoperative course, regardless of 
whether the patient is able to take or absorb 


drugs by mouth. 
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A pronounced response to the synthetic vita- 
min K compound almost invariably occurs with- 
ing one-half to one hour. 

Patients with relatively good hepatic function 
showed normal plasma prothrombin levels with- 
in two hours, while patients with damaged livers 
reached normal levels in twelve hours or did not 
reach normal levels in spite of prolonged vita- 
min K therapy. 

Clinically, patients with severe damage of the 
liver did not give as good a response to the 
vitamin K-active compound or maintain the 
level of plasma prothrombin as well as patients 
with relatively good function of the liver. 

No nausea or vomiting and no toxic effects 
were observed following large doses of the syn- 
thetic compounds. 

In biliary tract surgery the fourth to the sev- 
enth postoperative day constituted the period 
when the prothrombin activity most frequently 
reached dangerously low levels. 


Hypoprothrombinemia may occur with or 
without jaundice and with or without bleeding; 
no definite relationship between the degree or the 
duration of the icterus and the decreased pro- 
thrombin levels can be made. However, it is 
true that prothrombin levels approaching the 
bleeding levels will be encountered more fre- 
quently in jaundiced patients, particularly if 
considerable liver damage is present. 





RELAPSING FEBRILE NODULAR 
NONSUPPURATIVE PANNICULITIS 
(WEBER-CHRISTIAN DISEASE) 
Witu1am A. Rosensere, M.D., 

AND 
THEODORE M. CoHEN, M.D. 

CHICAGO 

Two cases of relapsing febrile nodular nonsup- 
purative panniculitis limited to the lower limbs 
were observed at the Northwestern University 
Skin Clinic in 1940. Since this disease is rare 
and the diagnosis often difficult, a description 
of these cases was deemed advisable. 

The characteristic feature of Weber Christian 
Disease is the recurrence of crops of nodules in 
the subcutaneous fatty tissues. The first pub- 
lished. report of the disease, made by Pfeifer’ 


From the Department of Dermatology and Syphilology, 
Northwestern University School of Medicine, Chicago, IIl. 
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in 1892, designates it as “herdweiser Atro- 
phie des subcutanen Fettgewebe.” The nodules 
are discrete, vary in size from 0.5 em. to 1.5 em., 
and upon becoming confluent may form indu, 
rated areas as large as 10 cm., as recorded by 
Gilchrist and Ketron.?, These nodules and in- 
durated plaques are usually painful and tender. 
Since the lesions are relapsing and as a rule non- 
suppurating, Weber,® in 1925, named this con- 
dition “Relapsing Nodular Nonsuppurative Pan- 
niculitis.” Christian,* in 1928, noticed that most 
cases were accompanied by fever and thus gave 
the disease its full name. The pathologic changes 
are necrosis of the subcutaneous fat followed by 
a fibrosis, resulting in a sharply circumscribed 
area of depressed skin.® The small nodules 
may disappear without leaving any trace.° 


The initial lesions of Weber-Christian Dis- 
ease may be similar to those of erythema indu- 
ratum, erythema nodosum, or subcutaneous sar- 
coids, but in the latter diseases the epidermis 
and corium show more marked inflammatory 
reactions and the nodules are not followed by 
atrophy of the subcutaneous fat without changes 
in the skin. Nodular eruptions of drug origin, 
principally the halogen group, may quite closely 
A biopsy may be neces- 
In Dercum’s 


simulate this disease. 
sary .to establish the diagnosis. 
disease the lipomas remain unchanged for years. 
Localized scleroderma is usually slower in devel- 
oping and the induration is in the corium. The 
lesions in nodular syphilis are painless, and 
leave fine atrophic scars on healing. 


The cause of this syndrome is undetermined. 
Focal infections of teeth and tonsils were ob- 
served in the five cases reported by Bailey.” In 
several cases the ingestion of halogens, both 
iodides and bromides, was a factor, with remis- 
sions when the drug was discontinued. A 
vitamin poor diet was proved to be an etiologic 
factor in a case reported by Reed and Ander- 
son.* Blinkely® suggests that some cases of 
traumatic fat necrosis of the breast may perhaps 
fall into this group. In the first case reported 
in this paper, the patient was on a low fat, car- 
bohydrate, and starch diet for about one year be- 
‘ore the nodules appeared, and the blood showed 
a cholesterol of 334 mg., per hundred culic cen- 
timeters of blood plasma. 
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REPORT OF CASES 


Case 1. — H. C., a white woman, age 38, house. 
wife, first came to the Medical Department of North. 
western University on August 13, 1938. She stated 
that when she was eight years old she had been hit 
on the head with a brick. Since then she has had head- 
aches and a blind spot in the upper anterior field of 
vision of the left eye, unrelieved by glasses. She 
had a marked photophobia, and headlights blinded 
her for several minutes. Her menstrual flow had 
been seven days for the past three or four years 
and prior to that her periods were normal. She also 
complained of flatulence and distention from cabbage, 
onions, cauliflower, gravy and all fatty foods, and 
of hot flashes with an occasional feeling of suffoca- 
tion. 


Physical Examination. — The patient was obese, 
weighing 183 pounds; height 6214 inches; tempera- 
ture 98.6 F.; pulse rate 60; respiration 14; blood 
pressure 154 systolic and 98 diastolic. The head, 
scalp, ears, and nose were normal. The pupils were 
regular and reacted to light and accomodation. Extra 
ocular muscles were normal. Tonsils were hyper- 
trophied. She had upper and lower dentures. Neck, 
chest, breasts, and heart were normal, and the liver, 
kidney, and spleen were not palpable. The abdomen 
was obese, with tenderness on deep palpation in the 
entire lower half and the right upper quadrant. The 
cervix was lacerated; the uterus movable, not tender; 
rectocele and cystocele were present. On September 
24, 1938, the patient was given 10 gr. sodium bro- 
mide T.I.D. and after taking the bromide for a week 
no skin lesions appeared. 


X-ray examinations showed a pathologic gall blad- 
der. On November 17, 1938 a Cholecystectomy and 
appendectomy were performed. F 


On December 25, 1938 patient was referred to the 
Obesity Department and put on a low fat, carbohy- 


drate, and starch diet. By December, 1939 she had 
lost twenty-five pounds. On February 8, 1940 pa- 
tient was transferred to the Department of Derma- 
tology. She stated that about January 18, 1940, dur- 
ing the extremely cold weather, she had noticed sore- 
ness, tenderness and blueness of the upper medial sur- 
faces of the calves of the legs. Burning was pres- 
ent, but later there were recurrent attacks of chills 
confined to the region of the knees. Examination 
revealed several purplish red macular lesions, vary- 
ing in size from 2 to 10 cm., on the upper inner as- 
pects of both calves and in the region of the knees. 
On palpation these were found to be indurated and 
numerous small nodules were felt beneath the skin. 
By March 18, 1940 the lesions had practically disap- 
peared. Five grains of sodium bromide and potas- 
sium iodide were given, and within forty-eight hours 
the lesions recurred on the calves of the legs. 
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Laboratory Examination: — Examination of the 
blood showed 13.2 percent hemoglobin, and 4,400,Gu0 
red blood cells, and 8,650 white blood cells per cubic 
millimeter; the differential count was normal. The 
Kahn reaction of the blood was negative. The basal 
metabolic rate was plus 3 percent. Chemical studies 
of the blood showed Urea 9.4 mg., Uric Acid 4.1 
mg., Sugar 124 mg., Cholesterol 334 mg., Calcium 10.5 
mg., Phosphorus 3.2 mg., Chlorides 490 mg. per hun- 
dred cubic centimeters. Bromide less than 75 mg. 
percent. Examination of the urine on several oc- 
casions showed no albumin or sugar. 


Case 2, — A.M., a white woman, 35 years old, en- 
tered the Northwestern University Clinic on May 
25, 1939. She complained of tender, painful “lumps” 
of ten days duration on both legs between the ankics 
and knees, and of slight itching of the legs especially 
during the night. 


Figure 1. Foci of multinucleated cells, and diffuse 
infiltration between fat cells. 


The physical examination revealed a well-developed 
body. A group of hard nodules varying in size irom 
15 cm. to 2 cm. were present in the legs. The skin 
overlying the nodes was reddish purple, and was not 
bound down to the underlying nodules. There weve 
no erosions and some of the smaller lesions weie 
moderately soft. The temperature was 100.2 degrees 
F., pulse rate was 84, and respirations were 16 per 
minute. The eyes reacted to light and accommoda- 
tion, and extra ocular movements were normal. The 
ears and nose were essentially negative. The teeth 
presented moderate caries and a mild gingivitis. The 
heart and lungs were essentially normal. The blood 
Pressure was 136 systolic and 82 diastolic. The ab- 
domen was negative, and the extremities, except tor 
the subcutaneous nodules, were essentially negative. 
Pelvic and rectal examinations were negative. 
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The history showed that on April 28, 1939 the pa- 
tient was given a prescription containing Sodium 
Bromide, and that she had been taking various patent 
medicines. On May 5, 1939, the prescription contain- 
ing Sodium Bromide was refilled. On June 1, 1939 
new lesions appeared on the anterior surface of the 
left leg. 


Laboratory Examination: — Examination of the 
blood showed 12.4 percent hemoglobin and 4,060,000 
red blood cells and 5,750 white blood cells per cubic 
millimeter. The urine negative. The Kahn reaction 
of the blood was negative. The basal metabolic rate 
was minus 15 percent. Chemical studies of the blood 
showed Urea 13.5 mg., Uric Acid 2.68 mg., Sugar 76.5 
mg., Cholesterol 218 mg., Calcium 10.3 mg., Phos- 
phorus 4.26 mg., Chlorides 500 mg., Bromides less 
than 75 mg. per hundred cubic centimeters. 


HISTOLOLGIC OBSERVATIONS 


Histologic examination of sections of skin taken 
from the lesions of the iegs of both patients dis- 
closed similar findings. 


Subcutaneous Tissue. — The lobules of fat showed 
wide separation by strands of connective tissue, and 
the fatty tissue was diffusely invaded by a cellular 
infiltration which occurred both in foci and in narrow 
strands separating the fat cells. The infiltrated areas 
were edematous and contained a large proportion of 
lymphocytes and histiocytes with scattered poly- 
morphonuclear cells, eosinophiles, and connective- 
tissue cells, and occasional plasma-cells. There were 
foci of many multinucleated cells, some small and 
others large foreign body giant-cells. The blood ves- 
sels appeared more numerous, were dilated, and had 
perivascular mantles of infiltration. 


Corium. — The corium was edematous through- 
out. The blood vessels at all levels of the corium 
were dilated and surrounded by loose mantles of 
cellular infiltration, consisting largely of lymphocytes 
with occasional histiocytes and eosinophiles. 


Epidermis. — The epidermis showed a slight hyper- 
keratosis, and a mild intercellular edema. 


CONCLUSIONS 


1. The etiology of Weber-Christian Disease 
has not been established. 


2. In‘ the first case reported in this paper, 
the lesions did not occur until the patient was 
on a prolonged low fat, carbohydrate, and starch 
diet, and the halogens did not precipitate the 
lesions before the patient was on a reducing diet. 


3. Once the syndrome was established, we 
were able to precipitate the lesions by giving 
bromides and iodides. 


185 N. Wabash Ave. 
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ACUTE PERFORATION OF GASTRIC AND 
DUODENAL ULCER 


A Study of 200 Consecutive Operated Cases 


Joun 5. O’Donoeuoue, M.D., F.A.C.S. 
AND 
Maorice B. Jacoss, M.D. 
CHICAGO 


One of the most disastrous catastrophies in 
man’s existance is the perforation of a gastric 
or duodenal ulcer, which offers to the medical 
profession one of the perplexing problems of the 
day. The mortality of perforated ulcer cases has 
not been materially reduced in the past fifteen 
years, although, there has been a marked re- 
duction of mortality in all other diseases of the 
gastro-intestinal tract, and, not withstanding our 
better comprehension of peptic ulceration, of the 
incessant experimental and clinical investiga- 
tions of this disease, as well as our better knowl- 
edge of the physiology, pathology, and patholog- 
ical physiology of the digestive tract, together 
with a very distinct improvement in the pre end 
post operative management of these cases. 


From the Departments of Surgery The Cook County 
Hospital and Loyola University School of Medicine. 

Presented before the Section on Surgery, 10lst Annual 
Meeting, Illinois State Medical Society, May 21, 1941. 
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In 1930 the average reported mortality of 
perforated peptic ulcer was 26% and in 1939 was 
reduced only to 23%, while the mortality for 
resections in the entire gastro-intestinal tract 
has been reduced to about 5%. 


In reviewing statistical reports from the var- 
ious clinics throughout the world it is apparent 
that the incidence of gastric and duodenal ulcera- 
tion is increasing. This upward trend is especial- 
ly reflected in one of the most serious of gastro- 
duodenal complications, namely perforation. 


DeBakey, in analyzing the statistics of the 
Charity Hospital in New Orleans found the in- 
cidence of gastro-duodenal ulceration increasing 
gradually from 443.7 per 100,000 hospital ad- 
missions in 1929 to 614.3 per 100,000 hospital 
admissions in 1938. However, the comparable 
figures for acute perforated ulcer was 13.9 per 
100,000 admissions in 1929 and 78.3 per 100,000 
hospital admissions in 1938. Shawan reported 
an increased incidence from the Receiving Hos- 
pital in Detroit, and Judine in Russia found an 
annual increase from 25 cases per year in 1925 
to 273 cases in 1937. 


This increased incidence reported from other 
clinics is similarly reflected in our institution, 
the Cook County Hospital, when it is found that 
in 1925 Meyer and Brams reported the results 
of their study of a series of 62 consecutive cases 
of acute perforation of gastric and duodenal 
ulcers operated upon at the Cook County Hos- 
pital during the previous three years, 1922 to 
1925, averaging just under 21 cases per year. 


This present series of 200 consecutive operated 
cases from the same institution a decade later 
was performed during the interim from January 
1, 1935 to June 1, 1937 or 29 months, averaging 
83 cases per year. This represents an increase of 
300 per cent, while our total hospital admission 
for the same period of time has increased only 
60 per cent. 

We feel that conclusions drawn from this 
series may be of value, inasmuch as the total 
number of cases were operated within a short 
period of time, the operative procedure was per- 
formed by the same group of surgeons and the 
treatment instituted was, in general, similar. 
All of the patients were found at operation to 
have either a gastric or duodenal perforation. 
The cases of forme fruste and penetrating ulcer 
were excluded. 
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Of this series 151 patients or 75.5% recovered, 
and 49 patients or 24.5% died. The results of 
this study are tabulated as follows: 


TABLE 1 


Sex Incidence 


No. Cases . Percentage 


Sex Incidence: From Table 1 it will be noted 
that males make up over 98% of the cases. This 
observation is in agreement with reports made 
by other investigators, which nearly all show a 
marked preponderance of perforated ulcer in the 
male sex. 


An amusing, and perhaps somewhat embar- 
rasing, observation has been made by us that in 
our cases there was a high percentage of married 
men. What reflection this observation may have 
on the quality of home-cooking, the rapidity of 
eating, or the conversation at dinner might best 
be left unmentioned. 


Class and Occupation: Gastro-duodenal ul- 
ceration respects no class, occurring in the rich 
and poor alike. However, from our experience 
with the class of patients in the Cook County 
Hospital, and those in our private practice, it 
is our opinion that the complication of perfo- 
ration occurs at least fifty times more frequently 
in the poor unintelligent patients than it does 
in the more educated observing groups. While 
the great majority of the cases in our study may 
be classed as unskilled workers, various authors 
have reported that 20% of peptic ulcer occurs 
in mental, or sedentary workers, 58% in skilled 
workers and 16% in unskilled workers. 


Racial Incidence: It-is often stated that acute 
perforation of gastric or duodenal ulcer occurs 
with less frequency in the colored race than in 
the white race. That this view is not entirely 
correct is evidenced by the autopsy statistics re- 
cently reported by Portis and the late Richard H. 
Jaffe, comprising over nine thousand consecutive 
hecropsies, which revealed the incidence of peptic 
uleer to be only slightly higher in the white race, 
tamely, 5.23%, and 3.5% in the colored race. 
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TABLE 2 


RACIAL INCIDENCE 
The incidence of perforation in the negro race approaches 
that of the white race when statistics are corrected for ratio 
admissions. 
Autopsy Statistics 
Portis & Jaffe 
Incidence of Gastro-Duodenal Ulceration in 9,000 
consecutive necropsies. 
White Race — 5.23% 
Negro Race — 3.5 % 
Clinical Statistics 
Thompson 


352 Cases Perforated Peptic Ulcer. 
Incidence 
per 100,000 Hospital 
Percentage Admissions 





Race No. Cases 
White 332 94.3 % 157 
Negro 17 4.8 % 121 
Indian 1 -28% 146 
57% 156 


Mongolian 2 

DeBakey also points out that when the hos- 
pital admissions are corrected for the total num- 
ber of colored patients admitted the incidence of 
perforation in the colored race approaches that 
of the white race. 


Chang, reporting from the Peiping Union 
Medical College Hospital, has shown that the 
frequency is the same as in this country, and 
that the incidence of perforation was 10.4%. 
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Tectoesece 


PERFORATIOR. 


TABLE 4 


Age Lncience. The majority of authors are 


M agreement that acute perforation of gastric 


and duodenal ulcers ave most common during 
atimlt life, namely, the Sra, 4%h and Sih decades. 


Gur saries shows the occurrence to be 16.5% 
during the Sra decade of ie, 27.5% Aauring the 


4th decade and the highest incidence, 33.5% 


during the 5th decade. ‘he incidence during 


the 6th decade of life was about that of the 
second decade, 16.5%. 


From table V it will be noted that the fre- 
quency of perforation, according {fo age, is 


Telatively the same in both the colored and 


white races, namely, during the 5th decade of 


lite. 


TABLE 5 
AGE INCIDENCE ACCORDING TO RACE AT TIME 
OF PERFORATION: 
White Colored Yellow 

No. per No. per No. 

cases = ceri€ «= cases «= cenit «cases % 
Under 20 years 
of age 
21 to 30 
DA w 49 
41 to 50 
51 to 60 
61 to 70 


Over 71 


2.94% 
8.82% 


DUISYo 


I84G 


14.71% 


2.94% 


100.0 % 


2.44% 
18.29% 


WARIFo 


IHG 


16.47% 
2.44% 


1.22% 


100.0 % 


Nason Luflucnces. Although many inves 


gators have stated that a definite seasonal in- 
fluence in gastro-duodenal perforation exist, 
others have been unable to corroborate This ‘fint- 
ing. In this series, during 1935, ninety-six 
cases of perforation* occurred, which were 4i- 
vided as follows: 

25 cases, or 26.4% each, for the spring, sum- 
mer and fall seasons, and 21 eases, or 21.8%, 
during the winter season, The following year, 
1936, %1 cases of perforation occurred. These 
showed a sinall degree of seasonal variation 
being lowest In the summer months, with 14 
cases, or 19.8%, 17 cases, ar 28.9% during fall, 


AS eases, or 26.8% during winter and 21 cases, 


ov 29.4% during spring. 
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TABLE 6 
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Peterson states that a definite relationship 


exists between abrupt changes in weather and 


the onset of acute i({negs. We are engaged at 


the present mM correlatimg his series of cases 
with atmospherie changes, and will report on 
this subsequently. 

The etiological cause, as well as the patho- 
genesis of peptic ulcer, remaims Cloaked by ob- 
<eurity. However, our present knowledge per- 
mits us to maintain that there can be no one 
cause, that this disease is produced by several 
vathologie mechanisms that interfere with nor- 
mal physiological activity and health. We be- 
lieve thet during the period in which the in- 
ence of g_astro-duodenal ulceration has in- 
ereased that the “way af tite” has changed, that 


the radio, Movies, sensational Newspaper stories, 


taverns with therr night (tfe, intoferance, ir- 


religion and divorce have played no small part 


in producing the neurogenic and psychogenic 
factor in ulceration. lt is true that among the 


yredisposing causes heredity, education, tissue 
susceptibility, environment, infection, dental 


caries, economic conditions, diet, age, and clim- 


ate must be recognized as contributing factors. 


Wowever, there remain the four cardinal exciting 


causes which are: Intection, Trauma, Tobacco, 
and Aleohol. 


Fathology: The focation of the perforation 


was given as duodenal in 1038 cases, gastric im 
95 cases and gastro-jejunal in 2 cases. 
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TABLE 7 
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The gross pathology may be of one or two 


warieties: wiz, 1. a soft lesion, usually small, 
varying from ane millimeter to ane centimeter 


m Mameter, showimg marked evidence of an 


attempt to seal ttse(f off with mucus and forin- 


ous exudate, which acis as a plug and fre- 


quently 1s supported by a fag of the fatty omen- 


Yom. Fiere we note pianchmg oi he eige of 


the ulcer with freezing or agglutination of aff 
the layers oi the viscus, hence, obstruction to a) 


blood and lymph flow in the area involved with 
marked edema of the tissue peripheral to the 
ulcerated area. This tyve offers the best prog- 
nosis when operated early, Secondly, the callous 
lesion which is larger, often two by two centi- 
meters, is punched out with sharp, rea, necrotic 
edges and on microscopic examination shows 
evidence of degenerative arterial endarterttis, 
‘Yhis lesion most frequently occurs in the stom- 
ach, and is usuafly seen in individuals past 47 
years of age. 

Davison, Aries and Pilot reported their study 
of cultures of the peritonea) fluid in 34 cases 
of this series. They found that cultures taken 
in the first six hours after perforation are usual- 
\y sterile, but when positive offer a poor prog- 
nosis. When the cultures are sterile, the post 
operative course is smooth and the mortality low. 
(hey found the most frequent organism to be 
the B. Coli and the Strepto diplococens, usually 
of low virulence. 

The first six hours after perforation are usua)- 
ly the period of invasion and irritation. Dur- 
ing the second six hours cultures frequently 
show Stayhlococeus or Colon 
bacilli, usually of low virulence, The organ- 
isms probably gain access to the peritoneum 
from lower intestinal segments during the ileus 
That is produced in this period and which is 
frequently called one of reaction. After the first 


twelve hours there is frank evidence of imfec- 


tion, which usually terminates in a fatal pert- 
tonitis, unless surgical aid is obtamed. 


Streptococcus, 


The immediate activity in 53 patients, just 
prior to their perforation, was found to be vari- 
able. Nimeteen patients, or 9.5%, were asleep; 
twelve patients, or 6%, were working; three had 
just fimished eating. Im eighteen patients per- 
foration occurred while they were reading a 


newspaper, listening to the radio, walking or 


fishing. In one case perforation occurred while 
boarding a street car. 
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From the reports of large series of cases by 
Brown and Eliason, and Ebeling, the incidence 
of perforation in peptic ulcer is found to be 
from 10 to 11 per cent. It is, however, inter- 
esting to note that perforation may be the initia] 
symptom of a peptic ulcer and patients may be 
totally unaware of the existence of ulceration. 
Most usually, however, an ulcer history is given 
of post prandial distress, relieved by baking soda 
or milk and cream. 

In 139 patients, or 69.5%, of this group such 
a history was obtainable. In 58 patients, or 
29.0%, no previous ulcer history was obtainable. 
In 5 patients, or 1.5%, no mention of symptoms 
was made in the history. 

The duration of symptoms in the group with 
the positive antecedent history of ulcer, many 
of whom had been hospitalized on previous oc- 
casions, varied from one month to twenty years, 
with the average being five years. In nine cases, 
or 4.5%, surgery had been previously preformed 
for peptic ulcer. Of this latter group, six pa- 
tients, or 3.0%, had an antecedent acute perfora- 
tion within the previous two years. 

In the group of 58 patients, or 29%, with a 
negative antecedent history of ulcer, twenty-two 
patients, or 9.0%, stated that mild epigastric 
distress or pain had been present on occasion 
during the preceding week or month of their 
perforation. ‘These prodromal symptoms were 
of such mild character as to escape the notice 
of the patient, and only on close questioning 
were they elicited. In 36 patients, or 5.5%, 
no ulcer history whatsoever was given. 

Clinical Manifestations: The picture pre- 
sented by a patient suffering from an acute 
perforated ulcer is dramatic. Moynihan has 
described it aptly as an “agony suffered almost 
beyond belief,” written on every line of a face 
that speaks of torture. The face is pale, hag- 
gard and watchful. The brow and temples are 
bathed in sweat, the hair soaked. The patient 
struggles for breath in short panting respira- 
tions which are wholly costal, for the diaphragm, 
being an abdominal muscle, is fixed. Words 
spoken are jerked out in expiration only, every 
syllable is part of a deep moan. What strikes 
every onlooker is that the body of the patient is 
rigid and motionless, no slightest movement 
dares be attempted. If endeavor is made to 
touch the abdomen the patient’s hands are at 
once lifted in protest and protection. 
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‘Yhe pain, which is the signa) of rupture, jj 
caused by pylorospasm and the chemical irrits. 
tion of the digestive juices and bile coming int 


contact with the peritoneum. 


Vomiting occurred in 118 patients, or 594%, 
it varied from one to ten times, and in thre 
cases the vomitus consisted of frank blood. th 
66 patients, or 33%, vomiting at no time «. 
curred. Nausea was present in only seven pa- 
tients, while in nine cases no mention of either 
of these symptoms was made in the history. 
Reference of pain to one or both shoulders was 
volunteered by 15 patients, however, the major- 
ity of the patients were not closely questioned 
on this point. 


Physical Findings: Consisted of abdominal 
tenderness and rigidity, the former being most 
marked in the upper abdomen. The rigidity is 
characteristic and is best described as being 
“poard-like.” The temperature and pulse rate 
in the early or primary stage of perforation 
usually are not elevated. Generally, they are nor- 
mal or subnormal. One of the constant find- 
ings in acute perforation of a gastric or duodenal 
ulcer are the changes in intestinal peristalsis 
There is a paucity of literature on abdominal 
auscultation which is surprising, inasmuch as 
the “silent abdomen” is pathognomonic of peri- 
tonitis. The late John B. Murphy used to refer 
to the abdomen in acute diffuse peritonitis as 
being “silent as the grave.” In over 95% of 
this series the peristaltic sounds were absent. 
Melena was associated with the perforation in 


nine patients, or 4.5%. 


Examination of the blood was made in 100 
cases and an average of 15,900 leukocytes were 


found with over 80% polymorphonuelear cells. 


Fluoroscopic examination of the abdomen was 
done on 112 patients in an effort to find evi- 
dences of free air beneath one or both leafs of 
the diaphragm. This procedure is one of the 
most reliable of the diagnostic aids available and 
has recently been emphasized by Vaughan and 
Singer. In 112 cases fluroscoped ninety-two 
cases, or 82.1%, a spontaneous pneumoperi- 
toneum was present. 


Diagnosis: The direct diagnosis is usually 
not difficult, if the condition is kept in mind. 
The diagnosis of a perforation of a gastric or 
duodenal ulcer is made on the following: 
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History of : 
Indigestion in a male 
Dsnally mM Bra, 4th, or Sih decade of lie 
— with 

Sudden Sharp Epigastric pain 
Quickly becoming diffuse, of such severe in- 
tensity as to cause the patient to double 
over with» 

Severe Prostration 

Vomiting, in over 50% of the cases 

Cold, Clammy, Sweating Skin 

Temperature, Pulse and Blood Pressure Nor- 
mal, or Subnormal 

“Board-Like”’, Rigidity of Abdomen 

Abdominal Tenderness, Most Marked in 
Epigastrium 

Absence of Peristaltic Sounds 

Obliteration of Liver Dullness 

Spontaneous Pneumoperitoneum in over 80% 
of cases 

Elevation of White Blood Count averaging 
15,000 with Polymorphonuclear cells pre- 


dominating 


Differential Diagnosis: Perforated ulcer may 
simulate a ruptured appendix in that the spill- 
age from an ulcer may travel along the right 
colonic gutter and at operation a normal ap- 
pendix is found in a pool of peritoneal exudate. 
This condition was found in seven of the 200 
cases. In acute appendicitis the pain is dull, 
aching, boring or colicky and not the severe 
sudden overwhelming pain that is characteristic 
of ruptured ulcer. In ruptured ulcer at or 
above the mid point of the lesser curvature of the 
stomach the spillage may go to the left, follow- 
ing down along the left colonic gutter and ac- 
cumulate in the para rectal fossa producing a 
pelvic peritonitis. 

In acute cholecystitis there is usually a his- 
tory of indigestion, low grade temperature and 
increased pulse, localized tenderness and rigidity 
in the right upper quadrant. The pain is col- 
icky, referred to the right scapula or is local- 
ied over the gall bladder. Usually a slight 
icterus is present. 

In cases of intestinal obstruction the onset is 
gradual with a history of previous operation. 
Nausea, vomiting, distension and increased peri- 
staltic activity occur early. 

In acute pancreatitis diagnosis generally is 
made on a history of previous biliary attacks, 


J. B. C°DONOGHUE—M. B. JACOBS 67 


with severe, excruciating pain, often referred to 


the back. Confirmatory evidence is given by 


Actermimation of he blood amylase. 


Other conditions that must be considered and 


riled out are: 


Coronary Occlusion 
Mesenteric Thrombosis 
Antussuception 


. Pneumonia 
. Ruptured Ectopic Pregnancy 


. Diaphragmatic Pleurisy 
. Lead Colic 


Ptomaine Poisoning 
. Rupture of a tuberculous or typhoid ulcer 
Renal Colic 
Twisted Qwarian Cyst 
Acute Alcoholism 
Gastric Crisis 


Prognosis: In untreated cases the mortality 
approaches 75%. The principal factors that 


influence the mortality are: 


1. Time interval elapsing from perforation to 
surgical repair. 

2. Reaction of the patients tissue to perforation. 

3. The amount of material spilled in the peritoneal 
cavity. 


The Contributing factors to mortality are: 


1. Age of the patient. The mortality is lower in 
the second and third decades. 
Sex. The mortality is higher in females. 
General condition of the patient. The degree 
of malnutrition is directly proportional to mor- 
tality. 
Location of Lesion. The mortality is lower in 
duodenal perforation and greater in gastric 
perforation. The higher the lesion is located on 
the lesser curvature or on the posterior wall of 
the stomach, the greater the mortality. 
Pre and post operative management. Decom- 
pression of the stomach prior to and after 
surgical intervention. Maintenance of water 
balance and treatment of ileus by continuous 
Wangensteen suction. Supportive measures as 
blood transfusion, sedation as morphine. 
Anasthesia. In our hand spinal anasthesia has 
given the most satisfaction. 
Complications. These are directly proportional 
to the elapsed time between perforation and 
repair, the type and length of operation pre- 
formed and the amount of trauma produced by 
surgical manipulation. 
Type of Operative Procedure. We believe that 
the indications are to repair the defect in the 
viscus and leave all reconstructional surgery for 
a later date. In contrast, continental surgeons 
advocate gastric resection. 
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TABLE 8 
MORTALITY RATE 

No. Cases Lived Died 

4 
24 11.0% 
91 19.4% 
25 19.3% 
From 18-24 hours 3 57.0% 
From 24-30 hours 1 75.0% 
Over 30 hours 3 75.0% 


151 ave. 24.5% 


Percent 


It becomes self evident that any condition 
wherein the peritoneal cavity is exposed to con- 
tamination by acid content, food, or bacteria, 
that the mortality rate will vary directly with 
the length of time elapsing before the avenue of 
contamination is closed. 

As has been shown by Davison and his as- 
sociates, cultures taken within the first six hours 
after perforation are usually sterile. Other fac- 
tors, as the size of the perforation alter the 
prognosis, since a perforation two or three milli- 
meters in diameter does not afford the degree of 
peritoneal contamination that a perforation two 
centimeters does. 

Complications and Causes of Death: Periton- 
itis and pulmonary infections cause 60 per cent 
of the complications and are the cause of death 
in over three fourths of the cases. Wound in- 
fection and evisceration have always to be con- 
sidered and guarded against. 

In considering the fatal cases of which there 
were 49, all occurring in males, they were di- 
vided according to site of perforation and oc- 
curring in the following age groups: 

TABLE 9 
PERFORATED PEPTIC ULCER 
49 FATAL CASES 
Site White Negro Mexican Yellow 


Gastric 4 
Duodenal 4 1 


1 
AGE GROUPS 


Gastric Jejunal 
8 
8 


6 


Duodenal 


1 


23 2 


Treatment: Our direct attack must be at 
prevention of this death dealing complication 
of gastro-duodenal ulceration. This can be best 
accomplished by a program of education of the 
laity, as to proper physical and x-ray examina- 
tion, hygiene, diet, elimination of emotional 
upsets, erradication of oral infection and the 
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elimination of self medication as is so publicly 
advocated by the advertisements of Gums, Tums, 
Alkazeltzer and similar nostrums frequently 
portrayed in the street cars, elevated trains and 
periodicals. Education must not stop with the 
patient. Our medical profession must realize 
in this disease procrastination has no place. The 
security of the patient depends upon immediate 
operation. Under active treatment patients are 
prepared for operation immediately and the pro- 
cedure followed on my service is: 


Gastric decompression by continuous Wangen- 
steen suction. 

Patient placed on his left side. 

Hypodermic or morphine and atropine. 
Spinal anasthesia. 

Right para median or transverse incision. 
Abdomen opened and pathology located. 
Suture of the perforation with silk or linen 
purse string or Gold “Z” stitch. 

Reinforced with interrupted Lembert sutures, 
Tacking of a piece of omentum over suture 
line. 

Aspiration of available peritoneal exudate and 
spillage especially between the liver and dia- 
phragm. 

Closure of the abdomen with interrupted su- 
tures above the peritoneum, without drainage, 
but with a gutta percha drainage of the ab- 
dominal wall. In cases showing bacterial 
peritonitis, sulfanilamide is placed .into the 
peritoneal cavity. 


During the post operative period great care 
is given to keeping the patient in water hal- 
ance, frequent use of blood transfusion, as well 
as proper administration of glucose and sodium 
chloride. These patients receive nothing by 
mouth during the period of acute ileus and are 
given fluids only when peristaltic activity re- 
turns. The patients are even turned over on 
their abdomen, hoping to prevent accumulation 
of exudates in the pouches of the peritoneal 
cavity. In a recent study we have found these 
cases have a deficiency of Vitamin C and 
through a grant by the Hoffmann LaRoche, Ine. 
all of them receive sufficient Vitamin C intra- 
venously to bring their blood vitamin C level to 
normal. This Vitamin C study in gastro-intes- 
tinal disease is the subject of a special report 
and will be published jater. 


In conclusion we believe that the high mor- 
tality from perforation of gastro-duodenal ulcer 
will be lowered by: 1. A return to a saner, more 
wholesome and quiet way of living, and by ?, 
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Having the public become more ulcer minded, 
conscious of the great benefit from early and 
adequate treatment. 3. Also, by the medical pro- 
fession recognizing perforation as a true surg- 
ical emergency, realizing that as each hour 
passes the mortality increases 2 per cent. 


8 South Michigan Ave. 30 N. Michigan Ave. 





THE INCIDENCE OF SYPHILIS 
IN ALCOHOLIC PATIENTS 


A Statistical Study of 760 Consecutive Cases 


ANDREW J. McGez, M.D. 
DWIGHT 


The incidence of syphilis in alcoholic patients 
has always been regarded as being higher than 
that in the general population, and there are 
many references throughout the scientific lit- 
erature which directly or indirectly correlate 
alcoholism and syphilitic infection. » * How- 
ever, a diligent search of the literature reveals 
only one statistical study which attempts to 


AUTHORITY 


CLASS STUDIED 


Short, J. J. & Kelley, M. F. 
Diehl, H. S. College Students 


Pfeiffer, A. & Cummings, H. W. General Population 


Snow, W. F. & Brunet, W. M. General Population 


Lynch, K. M. General Population 
Levin 


Kiser & Bohner 


Usilton, Hunter, & Vonderlehn 
Dublin, L. I. & Lotka, A. J. General Population 


Beck, J. R. General Population 


Blount, Capt. R. E. Recruits & Soldiers 


Hadley, H. G. Office Practice 
Vonderlehr, R. A. College Students 
Vonderlehr, R. A. & Usilton, L. J. General Population 
Editor J. A. M. A. Gen. Pop. N. Car. 
Osborn, E. D., Trainkle & Dolce, H. L. Industry 


AVERAGE REPORTED INCIDENCE OF SYPHILIS 


Figure 1 Incidence of syphilis as 
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Insurance Policy Holders 


White Milit. Recruits 


Male-White Private Practice 6.08% 


Gen. Population White 
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confirm such a relationship. Orenstein and 
Goldfarb* reported 1001 cases of alcoholism ad- 
mitted to the psychiatric division of Bellevue 
Hospital ; of which 680 were white male patients. 
There were 3.3% of these patients who had 
either a positive history of syphilis or a posi- 
tive Wassermann reaction. 

The present study was undertaken in order 
to add to statistical material which attempts 
to evaluate the relationship between syphilis and 
alcoholism. The subjects constitute 760 con- 
secutive white male patients admitted to The 
Keeley Institue during the last six months of 
1940 and the first six months of 1941. 

The incidence of syphilitic infection in the 
general popoulation is variously reported as° 
being anywhere from 0.19% to 10.50%. Be- 
cause of this wide variation and to establish a 
basis upon which to make a comparison the 
syphilitic incidences reported by a number of 
authorities have been averaged (see Table, Fig. 
1.) giving a syphilitic incidence in the general 
population of 4.98%. While this figure can- 
not be accepted as being absolutely accurate it 
is felt that it gives a closer approximation than 
would the results of any one survey. 


INCIDENCE OF REFERENCE 


SYPHILIS 
1.77% Proc. Life Ext. Exam. 1:6-10, Jan. 1939 
0.20% Am. J. Pub. Health 21:1131 Oct. 1931 


New York Ven. Dis. Infor. 12:495 (Nov. 
20) 1931 


10.00% 


N. Y. State Jour. Med. 26:560 (June 15) 
1926 


10.00% 


10.00% Jour. S. Car. M. A. 16:9 (Jan.) 1920 


10.50% Quoted by Lynch 


Weekly Bul. N. Y. Dept. Health 21:147 
(May 14) 1932 
0.28% J. A. M. A. 110:64 (1938) 


5.38% Met. Life Inc. Co. No. 371 1937 


2.00% Dela. State Med. Jour. 11:172-173, (Aug.) 


1938 

5.50% Military Surgeon 84:40-45 (Jan.) 1939 
2.35% J. Lab. & Clin. Med. 25:45, 1939 
0.199% 
0.180% 
9.00% 
6.7% 


4.98% 


J. A. M. A. 112:1207-1210 (Mar. 25) 1939 
Ven. Dis. Inform. 19: 396 (Nov.) 1938 
J. A.-M. A. 112:1260 (April 1) 1939 
J. A. M. A. 114:893-894 (March 9) 1940 


reported by various authorities, 
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Method of Study — The total incidence of 
syphilis was calculated from routine serological 
examinations and from a detailed history of 
venereal infection, or a history of previous treat- 
ment, obtained from the patient or his relatives. 
The test used was the standard Kahn examina- 
tion, using the technique as outlined by R. L. 
Kahn.*° In 388 cases both Kahn and Wasser- 
mann examinations were made. All positive 
and doubtful results were repeated by an out- 
side independent laboratory, and where there 
were any discrepancies between the two reports 
a third blood specimen was sent to the state 
laboratory for examination. Approximately 
every 15th blood serum, in addition to being 
tested in our laboratory, was sent to an inde- 
pendent laboratory as a check on our own tech- 
nique. 


Results — Of the 760 cases studied there were 
15 (1.97%) who had both a positive history and 
a positive Kahn test, there were 7 (0.92%) who 
had a negative history and a positive Kahn test, 
and there were 10 (1.315%) who had a positive 
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history but a negative Kahn-test. (See Fig. 2) 
This gave a total syphilitic incidence of 32 pa. 
tients or 4.2% and compares favorably with the 
average of 4.98% incidence in the general pop. 
lation Fig. 1. 


Total Patients 
Pos. Kahn Test 
Negative Hist. 
Pos. Kahn Test 
Pos. History 
Neg. Kahn Test 
Pos. History 
ncidence 


Examined 
of Syphilis 


w 
*~% Total I 


& 
a 


P<] 
an 
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15 10 
1; 1. 


on 


92% 973% 315% 


Figure 2 — Incidence of syphilis in 760 alcoholic 

patients. 

The age of the syphilitic patients varied he- 
tween 28 years and 79 years; the age of great- 
est incidence being between 30 and 39 years, 
This, however, may be explained by the fact that 
the greatest number of patients treated were 
in this age group. The graph (Fig. 3) shows 
the relationship between the number of syph- 
ilitic patients in each age group and the total 
number of patients in each age group. 
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SUMMARY AND CONCLUSION 


Seven hundred and sixty white male patients 
treated in a private institution for alcoholism 
were studied to determine the incidence of syph- 
ilitic infection. 4.2% were found to have either 
a positive blood Kahn reaction or to give a his- 
tory of having had syphilis or treatment. 

The age of greatest incidence was found to 
be between the ages of 30-39 years. 

The incidence rate of syphilis in the above 
study compares favorably with that found in the 
general population. 

Andrew J. McGee, M.D. 
Dwight, Illinois 
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THE DIAGNOSIS OF POLIOMYELITIS 


Beng. M. Levin, M.D. 
Wo. H. Reats, M.D. 
I. P. Bronstein, M.D. 
AND 
M. Maaree, M.D. 
CHICAGO 


From January 1, 1935 to December 31, 1940, 
two hundred and ninety-two patents were ad- 
mitted with the diagnosis of poliomyelitis. Of 
these the initial diagnosis was confirmed in 221 
patients, or 75.6%. The diagnoses of the re- 
maining 71 patients were most diverse; these 
we have classified in the accompanying chart. 
Top and Brosius? reported a series in which the 
initial diagnosis was confirmed in 56.3%. 


We believe that this number of mistaken 
diagnoses is due to the fact that many of the 
acute infections we have listed would be im- 


From the Department of Pediatrics — University of Illinois, 
College of Medicine and Contagious Diseases Department of 
Cook County Hospital. 

(1) Top, F. H. and Brosius, W. L. Journal of Pediatrics, 
10:27 — Jan. 1937. Differential Diagnosis of Poliomyelitis — 
with the report of a case of diffuse sarcomatosis of the 
meninges suspected to be a poliomyelitis. 
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possible to differentiate from the systemic stage 
of acute anterior poliomyelitis. Therefore, 
particularly during the summer and early fall, 
patients with upper respiratory infections and 
gastroenteritis should be kept under observation 
until poliomyelitis has been ruled out. 

The diagnosis of acute anterior poliomyelitis 
is dependent apon the history, neuro-muscular 
examination, and if any, or all, of these three 
common signs are found- stiff neck, rigid spine 
and ataxic tremors — a spinal fluid examination 
is indicated.? The spinal fiuid findings are usual- 
ly increased pressure, clear or slightly hazy 
fluid, which is sterile, moderately increased 
albumin and globulin, and normal sugar. Cell 
counts averaged around 250 per cubic millimeter, 
but may range from.10 to 1000. These cells are 
usually lymphocytes and mononuclears, altho 
early in the disease polymorphonuclear cells may 
predominate. Animal inoculation or neutraliza- 
tion tests are not practical. 

In our series fifteen of the mistaken diagnoses 
were upper respiratory infections and three non- 
specific gastroenteritidies; in all these cases the 
spinal fluid findings were normal. 

In the stage of meningeal irritation of polio- 
myelitis it is necessary to differentiate those 
cases listed under the central nervous system. 
Many of these cases develop paralyses which in 
turn would require differentiation from the 
paralytic stage of poliomyelitis. 


The most frequent error in this group was in 
mistaking tuberculous meningitis, of which we 
had nine patients. In acute anterior polio- 
myelitis the sensorium is rarely impaired. The 
patient is usually alert; while in tuberculous 
meningitis the patient is usually drowsy, stupor- 
ous or unconscious. Roentgenograms of the chest 
and the tuberculin test are of value. The spinal 
fluid findings of increased pressure and the 
cytology may be similar to that found in polio- 
myelitis, but a diminished or absent sugar and 
the demonstration of the tubercle bacillus would 
be confirmatory of tuberculous meningitis. 


In the purulent types of meningitis the patient 
is prostrated, there is mental confusion and there 
may be convulsions; all these are rare in polio- 


myelitis. The spinal fluid is cloudy, under 
increased pressure, the cell count is high, with a 


(2) Levinson, S. O. Illinois Medical Journal 79: 475 — 
June, 1941. Early Diagnosis of Poliomyelitis. 





2 ILLINOIS MEDICAL JOURNAL 


preponderance of polymorphonuclears, albumin 
and globulin are increased, the sugar diminished 
or absent and the causative organism can be 
demonstrated by smears or cultures, 


In the encephalitides following the virus 
contagions, the spina) fluid findings are identical 
with those in poliomyelitis. The history of the 
preceding disease would confirm the diagnosis. 
One patient who presented the symptoms and 
spinal fluid findings of an early poliomyelitis 


developed epidemic parotitis two days later. 


Many cases of mumps have spinal fluid findings 


similar to those found in poliomyelitis. Animal 
inoculations and neutralization tests for dif- 
Jereniialing poliomyelitis and the various en- 
cephalitides are not practicable. 

Under toxic encephalopathies we had one case 


of lead poisoning. The diagnosis was made on 


basophilic stippling and lead lines in the long 
bones. The spimal fluid was negative. 


Two patients with hypertensive encephalo- 


Pypar(my With acnie Plomeralar nephriis (appar- 


ently secondary ¢o scarfet fever) were diagnosed 


by exioMhalon of hands and ieet, the urmary 


findings of red blood cells, casts, and albumin — 
and elevation of blood pressure. Spina) fluid 
findings were normal. 

Two patients with radiculo-myelitis (Barré- 
Guillaine Syndrome) revealed in the spimal 


Muid a greatly increased albumin content, 


‘nm our one patient with post-diphtheritic 


paralysis, the paralysis accurred tliree weeks 
aiter Yhe history of a Yhroat imfection. Weak- 


fess or paralysis usually devefops within a week 
of the onset of poliomyelitis. ‘Yhe pupils reacted 


to fight but not in accommodation. The spinal 
uid findings were norma). 

We had two patients with hysteria, in one the 
brother was in the-hospita) with poliomyelitis, 


Ym tov9 patients with acute rheamatic fever 


that stnulated the paralyte stage at tatianyelt- 


Ws, HW was ionundi Ynav Yhe jomis ant not he 


muscles were involved. Reffexes and spinal 


fia Hnaings were norma). 


Gur two patients with subacute bacterial endo- 
carditis were diagnosed by the septic course, 
which rarely, if exer, aceurs im poliomyelitis. 
In addition they had cardiac murmurs, post- 


Sane Wieod oalvares, emibsiic Phenomena wnt en- 


larged spleen, The spinal fuid Andings were 


normal. 
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The one patient with scurvy presenting 2 
pseudo-paralysis had a history of lack of vitamin 


C. The bleeding gums, position of the lower 
extremties, the extreme pain on pressure and 


Roentgen findings corroborated the diagnosis of 
scurvy. The spinal fluid findings were normal, 


CONCLUSIONS 


Of the 292 patients admitted with the diag- 
nosis of poliomyelitis, 71 diagnoses, or 24.4%, 


were ultimately found to be incorrect. 


During the systemic phase of poliomyelitis it 
is impossible to differentiate the onset of various 


other acute infections. In our series upper res- 
piratory infections were the most frequent source 


of error. Therefore, these cases should be under 
observation until the diagnosis of poliomyelitis 


is ruled out, or established. 


The various other conditions cantused with 


PpoMiomyeitis can be Giagnosedi Wy carefnl Ms- 


tory, clinical and spinal fluid examinations. 
CHART 
ADMITTING DIAGNOSIS: Poliomyelitis 
EUNAL DIAGNOSIS += 
Respiratory System — 
15 Upper respiratory infections 
(Pharyngitis 
(Tonsiitis 
(Otitis media 
(Bronchitis 
1 Influenza 
2 Preumonia 


1 Pulmonary Tuberculosis 
Gastro-intestinal System — 


Gastro enteritis 
Typhoid 
Central Nervous System — 

Purulent meningitis 

Tuberculous meningitis 

Encephalitis 

Encephalo-myelitis 

CNS, lues with psychoses 

Cerebral tumor 

Acute benign lymphocytic meningitis 

Lead encephalopathy 

Hypertensive encephalopathy with acute 
glomerular nephritis 

Polyneuritis 

RaMiculo-myehtis CBarrt-Guillaime Syndrome) 

Hysteria 


Circulatory — 
Subacute bacterial endocarditis 


Hemiparesis due to vascular accident 
Osseous — 
‘ Acute rheumatism 


Pathalagy of tip 


Trauma to hiv 


Cervical dislocation 


Osteo-myelitis 
Eprypsy Shs 


Muscular — 


Patients 


Acute myositis 
Merabohe — 

Scurvy 
Unclassified — 


Mumps, 
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PRESENTATION OF CASES BY 
Vieror Levine, M.D. 
St. Anthony’s Hospital 


CHICAGO 


PATENT INTERVENTRICULAR SEPTUM 


W NEW BORN BABTES 
Case J 
Dr, Francis Donlon: This child was the sec- 


and baby of its mother. It was an L. O. A. 
presentation, First state of labor was 1¥ hrs, 
second stage, 1 br. and third stage, 11 min. 


Delivery was spontaneous, The baby weighed 


Ves. Lb oz. Ths head was noted to be clongaied 


it the anterior portion act birth. L¢ was not 
Uiheult to make The child cry put Us cry was 


feehle. {€ was afso cyanotic. Aad to de put into 


am oxygen bed for the first two weeks and Then 


fora half hour after each feeding from this fime 
on. ‘The baby was unable to feed from birth 


and had to be fed by gavage the first ‘hree weeks 
oi life and then was put on the bottle, taking 
about 1 oz. of milk. The feeding had to be 
finished by a dropper. After the first seven days 
the child hecame jaundiced. Its temperature 
yas Irregular running up to 105 degrees but on 


the Gh day was normal and remained so for 


Me 208 of the childs lite, The child remained 


Satis end died Abirty-Abree days after birth. 
ignasis: Congenital heart disease. 
Ds, YioroR LEyInzE: 


AY autopsy The chiQ was ematiatel. ‘Yhe 


fead was large and flattened. On removing the 
chest organs, it was seen that the pulmonary 
artery was larger than the aorta and instead of 
ying in front of the aorta, it lay to the Jett; 
af course, as goon as that was seen, it was under- 


ood thet there was probably considerable in 


the way of congenital difficulty. ‘The right side 
of the heart was larger than the left. A defect 
8 x 5 mm. in the membranous portion of the 
interventricular septum was noted. A flap-like 
membrane on the right side appeared to divert 
the blood stream upward from the left ventricle 
into the conus of the right ventricle, The foramen 
ovale was patent and 13 mm. in diameter. K is 
vary closed by @ hap of membrane which is 


SMgitly fenestrated and fails to clase a portion 


Gx 2mm. Stretching across the right chamber 


Was a SOMewhart ienestrated membrane extend- 


ing from the ridge jornmg che vena cavae (0 4 


pom over The openmg oi The night coronary 


sinus. The pulmonary artery and the aorfa are 
reversed. ‘Yhere is a marked nairowmg of the 


aorta until it measures 10 mm. in cireumfer- 
ence, at a point just above its junction with the 


ductus arteriosus. The ductus arteriosus is 
patent. The coronary arteries were somewhat 


reversed. The lungs floated quite wel) in water. 


Anatomic Diagnosis: Detorsion defect of the 
heart with a patent interventricular septum and 
a patent foramen owales patent ductus arteriosus 
with &@ moderate coarctation of the aorta; 


wonarked persistent Chiari net im the right auricle. 


This fyge of anomaly is along the Limes of a 


nakher we have seen hete Vit NOt a8 SCVClE as 


some we ‘nave seen. With sock a detorsion of 


tle feart, the ctuld will tive at the mast two 


Qays Or One week. kn Yhis case There is a definite 


deforsion defect but fhe anomaly was not so ex- 
tremely severe and Yhe cnd was able to Vive 


thirty-three days. The only thing to remember 
about this case is that this is not a very severe 


congenital anomaly. In some of these severe 


anomalies the aorta wil) attach to the right 
7 
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ventricle and the pulmonary artery to the lett, 

The Chiari net is a remnant of the right valve 
of the sinus vanosus which @ present in early 
embryonic Vife. Ordimariy Yhis net causes no 
trouble. In this instance the net is much more 
complete than it is usually seen. 
caused some cardiac embarrassment. 

This case is shown because of the fact that 
the child did live thirty-three days with a large 
opening in the interventricular septum and be- 


eamse of Lhe next case which ‘has a Fomewhat 


aimsfar anomaly, 


Case Il 
Dr, Anton Yicek: This child was the first 
baby of a 19-year old white woman. Her men- 


strua) history was negative and she had no previ- 


OVs Pregnancies or miscarriages. Her normal 


weight was 115 lbs. and at the time of delivery 


she weighed 159 Yos. Vier physical examimation 


was negafive except for some edema of the feet. 
According to her menstrua) history she shonla 


have delivered about three weeks before she did. 
She felt life in the fourth month and ran a 


normal course with only early nausea and vomit- 


ing. An x-ray was taken shortly before admis- 


sion which was diagnosed as a dead fetus. Labor 


was sharé and spontaneous. There was an ex- 


eessive amount of fluid of a brown color. On 


delivery the fetus was macerated. Patient ran 
a normal post-puerperal course. 

Laboratory Findings on mother: Urine 
showed a trace of albumen; Wasserman was 
negative. 

Dr. Vievor Levine: 

At autopsy the fetus weighed 1700 gms. and 
was 48 em. long. The skin and internal organs 
are markedly macerated and the fetus was ob- 
viously premature. The heart weighed 16 gms. 
Jt was 50 much macerated that it was difficult 
to examine but careful inspection showed a 9 


tim. defect in the membranous portion of the 
interventricular septum. The foramen ovale 
was patent but well closed by a flap of endo- 
cardium. 

The common carotid arteries arose separately 
from the arch. The right subclavian artery, 
however, arose from the descending arch and 
extended to the right arm behind the esophagus. 
The aorta was narrowed to a circumference of 
10 mm. above the junction with the ductus 


arteriosus, 


Vt may have 


January, 19 


Anatomic Diagnosis, Fatent interventricular 
septum, moderate coarctation of the aorta, 
anomatous origin of the right subclavian artery 
from Vhe descending portion of the arch; wits 
patent ductus arteriosus: prematurity: marked 
maceration of the skin and interna) organs. 


T decided to show this case in connection with 
the first one because of the somewhat similar 
anomalies. Tn this regard T may say that mot 


of the stillbirths posted show practically noth. 


Img. Wis only occasionally hat we see a marked 


congenital anomaly in a sfilfbirth. In this in. 


stance because of the marked maceration of the 
organs, the anomaly was almost missed. Despite 
the fact that this heart has a patent interven- 
tricular septum, there is no detorsion defect as 
in the first case. 

Question: Was Unere anytning im the clinical 
findings of Case { during fife that would {ead 
you to suspect this to be a congenital Neart case: 

Dr. V. Levine: Tu this baby they suspected 
congential heart disease, 

Question: Vow do you account for the per 
sistent cyanosis after firth and after feeding. 

Dr, V. Levine; 'Yhe child was so poorly 
oxygenated that the slightest effort exhausted it. 
The effort of feeding was apparently too much 


for WW and it became very week and cyanotic 


atter each feeding. , 
Case Ill 


POSTPUERPERAL DEATH FROM LATE 
METASTASES OF CARCINOMA 
OF COLON 


Dr. Victor LEVINE: 


This patient was a 33-year old white female. 
She first entered the hospital with complaints 
of abdominal pain for two years. The pain 
was generalized and cramping usually appeared 
in the afternoon and did not last long. She had 
these attacks frequently. Five days before et- 
trance she had a severe attack and since then 
the pain had been more or less constant and as- 
sociated with a feeling of fullness, She had 
vomited twice in the last five days. The at 
tacks usually ended with a diarrhea and in the 
last two days her stools had been watery. ‘Tatty 
stools had never been noticed. The only point 
of note in the physical examination was tender- 
ness about the umbilicus. Chemical blood was 
present in the stools. The diagnosis was uncer 
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jain but cholecystitis, spastic colitis, pyelitis and 
xyenal colic were considered. 

X-rays of the gall bladder were negative. A 
G-\ x-ray revealed a high-grade incomplete ob- 
struction of the ascending colon, diagnostic of a 
cancer. 

Two weeks after entrance a laparotomy was 
performed and a portion of the ascending colon 
was removed. The specimen was found to be 


an adeno-carcinoma of the ascending coton with 
a Inelastasis Lo an adjacent Lymph node. The 


operation was a Mickulicz type which feft a 


colostomy which was later canterized several 
times and allowed to close. She had two further 
admissions Quring the closure treatment and was 
discharged the last time two months post-opera- 
tively in good condition, 

Swe retarmed again 13 months after the opere- 


fion for a defivery. fer first pregnancy fad 


ended aS a premature siipirth about 3 years 
before. At the last admission she was jaundiced 
and had a large liver, both of two weeks dura- 
tion. A diagnosis of carcinoma metastases ta 
Dyer was nave. In the Jast bro weeks of preg- 
nancy she had become toxic, worited, lost weight 
and had darrhea and sweating. 

The pregnancy was of only seven months 
duration but labor had started spontaneously 
and she was delivered with outlet forceps, Dur- 
ing labor the patient went into a collapse but 
recovered under appropriate treatment. 

The patient went gradually downhill. Her 
ieterus index rose to 150 and her abdomen be- 
came larger. She died about four weeks fo)- 
lowing delivery. The baby is perfectly healhy, 
and is now almost 6 months old, 

Here is the surgical specimen removed 14 
months before her death. ‘T'he specimen consists 
of a piece of bowel 21 cm. long and is composed 
of the lower 5 cm. of the ileum and the cecum 
with 7 cm, of ascending colon, At the junction 
of the cecum and ascending colon there is a 
palpable mass with a slight constriction on the 
surface of the bowel. Opening the bowel length- 
wise reveals that the mass is completely annular. 
Attached to the outside of the ascending colon 
there is considerable fat tissue. In this fat tis- 
sue there are two palpable lymph nodes which 
are 8 and 10 mm. in diameter. On sectioning 
one of these glands has a 3 mm. gray area. 

At the autopsy this patient was a fairly well- 
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nourished, white female weighing about 150 Ybs. 
The skin was icteric and the abdomen was much 


distended, especially in its upper portion, The 


face and finger tips were cyanotic. Gn the right 


side of the abdomen there was an old 20 cm. 


Healed laparotomy scar. ‘The abdomimal cavity 


contained about 1600 ce. of sfightly cloudy, yel- 


Yow finid. ‘Yhe liver was markedly enlarged and 
extended to 20 em. below the xiphoid and 12 
cm. below the right costal margin. ‘Yhe lungs 
had focal areas of consolidation on their eut 
surfaces, The liver weighed 5070 gms, and its 
eaysule was everywhere studded by innumerable 


nodules and nodes of light gray, him temor tis- 


sue which wary from 1 to 19 om. in Uiameter. 


Cut surfaces were everywhere studded by sitaidar 


Motes ol Yomor issue which iorm a coniiment 
mass and invade and replace a [arge portion of 
the liver parenchyma. Many of the nodes were 
discolored by hemorrhage and bile-stained areas. 
The intestines show no gross changes thruout 
except for an old right-sided colectomy for the 


carcinanl ot the colon. There is no evidence of 


yesitmal HoMor Lissue or of local recurrence. 


Anatomic Diagnosis: Extensive metastases to 


the liver tram a carcinata at the Cala ; evious 


resection of Vhe eo-cecal region for a car- 


cinoma; old anastomosis between the terminal 
ileum and the transverse colon; ascites. 


‘here are several interesting facts Im a case 
of this sort. One of the most interesting ques- 
tions is the effect the pregnancy had on her 
tumor and I suspect that the pregnancy has- 
tened the growth of the metastases. We do not 
see this sort of thing very often. It may be that 
if she had not become pregnant, she might have 
lived longer. Pregnancy throws the function- 
ing of all organs out of their natural state. 


Dr. Gilchrist of the Presbyterian Hospital has 
made a careful study of specimens resected for 
carcinoma of the rectum. He found by special 
methods that microscopic metastases may be 
much farther from the primary tumor than is 
ordinarily expected, In some instances he ex- 
amined as many as 100 draining lymph nodes 
and sometimes found that half of them were 
imvolved with metastases. Many of these lymph 


nodes are very minute and could easily be missed 
in the ordinary examination. 


With this in mind it is easy to see that all 
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the loca) metastases may not have been resected 
when the primary tumor of this case was re- 
moved. Hither this occurred and then the tumor 
spread later to the liver or the tumor cells were 
already in the liver at the time of the operation. 
Ordinarily definite liver metastases will show 
clinically in three or four months. 
an interval of about one year. 

But one thing that we do know is that in 
almost every malignant tumor, tumor cells get 
into the blood and are carried around the body. 
Most of them die off since they may not find a 
favorable environment to grow. The liver and 
the lungs are the best locations and yet it is 
possible that a great many tumor cells that get 
into the liver fail to produce a metastatic nodule. 

Question: Do not we feel that pregnancy will 
accentuate any defects in the body? 

Dr. V. Levine: Pregnancy probably had a 
definite effect on the metastases in this case. 


Here it was 


piscussion (Dr. R. Johnson) 


We watched this woman clinically after she was 
admitted to the hospital the first time and were 
rather uncertain as to the diagnosis. It was finally 
thought best to operate and on getting ready for the 
operation we came to a decision that we had waited 
just about one day too long. The operation was 
scheduled for a certain day, but the day before she 
passed about a bedpanful of blood during one sit- 
ting. She became so weak that we postponed the 
operation and tried to build her up by giving her 
blood transfusions. 

Upon operating there was no evidence of visible 
metastases to the liver but I have always felt that 
such a bleeding allowed a regular shower of tumor 
cells to go into the venous circulation and be carried 
along in the blood stream and later find favorable 
environment in the liver. She had a_ six-months 
checkup and x-ray showed nothing abnormal. Clin- 
ical findings were negative then. But seven months 
after that she died. 


Case IV 


BRAIN ABSCESS FOLLOWING 
SINUSITIS 
Dr. V. LEVINE: 

This woman was 30 years old and known to 
be four months pregnant. She had been bothered 
with sinusitis for some time. While visiting in 
Ohio she developed such a severe headache that 
a physician gave her sodium amytal. The next 
day she seemed relieved of her headache but was 
somewhat stuporous. On this day she was driv- 
en back to Chicago. The next morning, when 


. 
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a physician was called, she was in rather a light 
coma but seemed to be rousing out of it. She 
was given supportive measures and coramine to 
counteract the barbital. At 5:00 P.M., while 
being given an enema by a nurse, she got sud- 
denly cyanotic and stopped breathing. The doc- 
tor, who arrived a few minutes later, found her 
heart still beating. Artificial respiration, an 
inhalator, the fire department respirator, in- 
travenous coramine and intracardiac adrenalin 
failed to revive her. 


At the autopsy this patient was fairly well 
nourished. A small amount of colostrum could 
be expressed from both breasts. The only thing 
of real note in the body post was the four-month 
fetus in the uterus. 


When the brain was removed from the skull, 
it was seen immediately that the right frontal 
lobe was considerably larger than the left frontal 
lobe. It was very fluctuant. With a pipette a 
dark green, mucoid pus was removed. After sec- 
tioning you can see there is a large abscess with 
marked edema about the abscess. That was the 
essential finding in this case. The only other 
finding of note was seen on opening the sinuses. 
The right frontal and anterior ethmoid sinuses 
were filled with a dark green, mucoid pus. Cul- 
ture taken of the pus in brain abscess and sinuses 
showed B. proteus and pneumococcus. 


Anatomic Diagnosis: Large abscess in the 
right frontal lobe of the brain (pneumococcus 
and B. proteus) ; marked edema about the ab- 
scess ; right frontal and ethmoid sinusitis; four 
month intrauterine pregnancy. 


Question: Was there any odor to the pus? 
Dr. V. Levine: 


Sweet smelling odor altho 
not exactly the odor of a culture of B. proteus. 


There are several points of interest to this 
case. The first question is the possibility of 
amytal poisoning. Poisoning with barbiturates 
or barbital can produce encephalitis with symp- 
toms similar to that seen here. If it had been 
a barbital poisoning, it would, strictly speaking, 
not be a coroner’s case since ill effects of medi- 
cine given in the usual doses are not considered 
coroner’s cases. The second point of interest 
is the question of the relation of the sinusitis to 
the brain abscess. The dura was slightly ad- 
herent to the bone over the involved sinuses and 
also adherent over the abscess. This makes one 
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fee) that there probably was a direct spread or a 
spread by lymphatics. On the other hand it is 
also possible that the infected sinuses weakened 
the resistance of the adjacent brain and thus 
made it easy for the organisms to settle down 
in the brain from the blood during a possible 
stage of septicemia originating from the very 
bad sinuses. 


Another question that could be raised is what 
effect would her trip have on the brain abscess ? 
The chances are that she had the abscess for 
several weeks or even several months. The trip, 
of course, aggravated the brain abscess and un- 
doubtedly lighted it up and lead to her sudder 
death. It is impossible to tell exactly the age 
of the abscess because an abscess in the brain 
does not form a definite pyogenic membrane on 
its wall. 


piscussion (Dr. R. Johnson) 


This patient took a trip to Ohio about three weeks 
before her last trip. On both these trips the ap- 
parent sinusitis flared up. On the first trip she ap- 
parently recovered completely and then returned to 
Chicago. She was only home one week when she 
wanted to go back to Ohio. When I was called to 
see her on the day of her death she was practically 
unconscious and an examination of the nose showed 
nothing at that time indicative of an active sinusitis. 
Thus at the moment there was nothing to suspect as 
the cause of her coma except perhaps an overdose of 
medicine. The family stated that she had had a 
headache over the right frontal region for five days 
and it was so severe that they were afraid to bring 
her back to Chicago. After the apparent improve- 
ment from the medicine they then started back by 
auto. The family stated that they had not given her 
any medicine after she came home. That morning, 
before they called me, she had been able to drink 
water and was answering questions. She appeared 
to be improving and every one thought that she was 
coming out of the stupor caused by the medicine. 


Question: Were there any dizziness, vomiting 
or unusual eye signs? 


Answer: None were noted. 


Question: Is it possible to have a condition 
like this for several years? 


Dr. V. Levine: Brain abscesses have been 
known to exist for 40 years and eventually lead 
to the death of the patient. The longest one 
that I, myself, have seen was present for 16 
years, 
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MEDICAL DIVISION OF CIVILIAN DEFENSE 
OFFICE ISSUES BULLETIN NO. 2 

The thoroughness with which the Medical Division 
of the Office of Civilian Defense is preparing to meet 
civilian emergency needs associated with disasters is 
shown in the Division’s Bulletin No. 2, published in 
the November 22 issue of The Journal of the Amer- 
ican Medical Association. This bulletin concerns itself 
with the equipment and operation of Emergency Med- 
ical Field Units. 


The bulletin explains that an emergency medical 
field unit is “a group of physicians, nurses, orderlies 
and volunteer nurses’ aides organized, equipped and 
trained for field casualty service in the event of a 
disaster.” 


This’ unit operates from what is known as a casualty 
station and is so organized and equipped that it can 
be instantly subdivided into squads and teams for 
service at the actual site of disaster. 

The recommended equipment listed in the bulletin is 
uniform and conforms as far as possible with that of 
the Medical Department of the U. S. Army. In addi- 
tion to listing the minimum medical and surgical 
equipment for the first aid post, which is the advance 
unit of the casualty station, the equipment for the 
latter also is enumerated. For the first aid post the 
working supply for one physician’s team includes the 
instruments essential for minor surgery, drugs, dress- 
ings and bandages and suture material. The equip- 
ment for a casualty station includes bulky articles 
such as splints, which could not be included in the 
equipment of the first aid post without impairing its 
mobility and other items, such as matches, electric 
lanterns and gasoline stoves, as well as the drugs, 
dressings and bandages required for its efficient 
operation. 





A bookplate often assures the return of a borrowed 
volume. As Sir Walter Scott says: 

“T find that although many of my friends are poor 
arithmeticians they are nearly all good bookkeepers.” 





NOT THAT BAD 


The expectant father was pacing up and down the 
hospital corridor when the nurse came out and in- 
formed him that his wife had just given birth to a 
bouncing nine-pound boy. The father did not seem 
pleased, did not say anything — just continued his 
pacing up and down. The nurse was considerably 
taken aback by this unusual behavior and said: 

“Well, aren’t you happy about the baby, and don’t 
you want to know how your wife is?” 

“No,” was his reply, “you see we haven’t been on 
speaking terms for over a year.” 

“But — but, what about the baby?” she stammered. 


“Well, you see, we just never got that mad.” 
—Tarrant County. 





News of the State 


PERSONALS ° 


COMING EVENTS :- 


MARRIAGES - DEATHS 





DR. CHARLES H. PHIFER APPOINTED 
6th CORPS AREA CHAIRMAN 


The December 27th Journal of the American 
Medical Association made the following an- 
nouncement: “At a meeting in Chicago of the 
Board of the Procurement and Assignment 
Service with the Committees on Medical Pre- 
paredness of the American Medical Association, 
the American Dental Association, and the Amer- 
ican Veterinary Medical Association, a definite 
organization was completed for the functioning 
of this service in relationship to needs of profes- 
sional personnel in the war.” 

“Approval was given to the constitution of 
Committees in each of the corps areas and as- 
sociated naval districts to function as advisory 
to the corps area commander, the committee to 
consist of a chairman who will be the corps area 
representative of the Committee on Medical 
Preparedness of the American Medical Associa- 
tion.” 

Dr. Charles H. Phifer, President of the Illi- 
nois State Medical Society was appointed Chair- 
man for the Sixth Corps Area. 





James P. Greenhill gave the Samuel D. Gross 
Lecture at the Louisville City Hospital on De- 
cember 16. His subject was “Newer Aspects of 
Endocrine Therapy in Obstetrics and Gyne- 
cology.” 





Philip A. Halper presented the scientific pro- 
gram at the Milwaukee Oto-Ophthalmic Society 
on December 9th. The subject was “The Cross 
Cylinder in Ophthalmology.” 





Greene County Medical Society held its annual 
meeting and election of officers at Roodhouse on 
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December 12. Dr. George L. Drennan spoke m 
“Medical Management of Poliomyelitis” anj 
Dr. Harold Bowman on “Orthopedic Manag. 
ment of Poliomyelitis.” The following offices 
were elected — Dr. N. J. Bucklin of Roodhous, 
President; Dr. 8S. F. March, Vice-President; 
Dr. Wm. H. Garrison, Secretary and Dr. R. V. 
Piper, Censor. 





The Educational Committee received a letter 
from a teacher in one of the larger high schook 
in the northern section of the state in which sh 
stated, “We post your weekly bulletins on ow 
bulletin board and knowing what is in each 
article is part of the requirement for our fresh- 
man hygiene classes for girls. These articles ar 
very interesting and instructive.” 





Dr. Edwin S. Hamilton, Kankakee, Chairman 
of the Council of the Illinois State Medial 
Society, was recently appointed by Gov. Dwight 
H. Green, as a member of the Medical Depart- 
ment of Registration and Education. Doctor 
Hamilton has been a busy practitioner in Kanki- 
kee for many years and by virtue of his training 
and experience will be a valuable member o 
this highly important committee. 





O. E. Van Alyea addressed the Omaha 
Douglas County Medical Society at Omaha, De 
cember 9, 1941. His subject was “The Acute 
Nasal Infection.” . 





NATIONAL CONFERENCE ON 
MEDICAL SERVICE 
The Annual Meeting of the National Confer 
ence on Medical Service will be held at the 
Palmer House, Sunday, February 15th from 
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9:00 A. M. to 5:00 o’clock. Harold M. Camp, 
M. D., President and J. D. McCarthy, M. D., 
Qmaha, Secretary announce that the program 
will be devoted to discussions of medical pre- 
paredness and national defense. All doctors are 
cordially invited to attend. 





COMING MEETINGS 


January 5 — Hancock County — Farm Bureau 
Building, Carthage, 7:39 P. M. — Election of 
Officers. Walter Stevenson — “Eye Condi- 
tions.” 

January 6 — Bureau County — Perry Memorial 
Hospital, 6:30, Princeton. Edward Allen — 
“Obstetric Hemorrhage.” 

January 8 — Union County — Anna, Evening 
meeting — “Infections of the Hand.” 

January 13 — Bureau County — Princeton 
Hospital, Princeton — 6:30 P. M. A. Ver- 
brugghen — “What Not to Do in Injuries of 
the Nervous System.” 

January 13 — Effingham County — Benwood 
Hotel, Effingham, 6:30 P. M. H. E. Moss — 
“The Acute Abdomen.” 

January 16 — Will-Grundy County — Louis 
Joliet Hotel, 12:00 Noon — James T. Case 
— “X-Ray Aid in the Diagnosis of Gallbladder 
and Liver Conditions.” 


January 23 — Will-Grundy County — Louis 
Joliet Hotel, 12:00 Noon — Robert S. Berg- 
hoff — “Rheumatic Heart Disease.” 

January 30 — Will-Grundy County — Louis 
Joliet Hotel, 12:00 Noon — 


February 3 — Bureau County — St. Margaret’s 
Hospital, Spring Valley, 6:30 P. M. Charles 
Galloway — “Prevention of the Toxemias of 
Pregnancy.” 





MARRIAGES 
Witt1am Francis Jacoss to Miss Mary Mar- 
garet Haskins, both of Chicago, in October. 





DEATHS 
Marion ALBert ANDREEN, Chicago; Northwestern 
University Medical School, Chicago, 1922; associate 
in otolaryngology at his alma mater; member of the 
American Board of Otolaryngology; aged 47; died, 
November 10, at the South Shore Hospital of carci- 
noma of the gallbladder and cerebral thrombosis. 
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ARCHIE W. Barker, Springfield; Barnes Medical 
College, 1898; aged 74; died December 4, 1941. 


THomas Francis BIRMINGHAM, Galesburg, III; 
University of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1904; member of the American 
Urological Association; president-elect of the Knox 
County Medical Society; aged 58; on the staffs of the 
Galesburg Cottage Hospital and St. Mary’s Hospital, 
where he died, November 1, of cirrhosis of the liver. 


CHARLES HENRY BucHANAN, Chicago; Rush Med- 
ical College, Chicago, 1876; aged 90; died, November 
12. 


James Homer Butier, Lincoln, IIl.; Missouri Med- 
ical College, St. Louis, 1899; member of the Illinois 
State Medical Society; on the staffs of the Evangelical 
Deaconess Hospital and St. Clara’s Hospital; aged 
66; died, October 31, of carcinoma of the sigmoid. 


CHARLES. CLINTON CooLEy, Chicago; Jenner Med- 
ical College, Chicago, 1915; also a dentist; aged 60; 
died, October 12, in Warrenville, Ill., of coronary 
thrombosis. 


Ett Georce Davis, Lewistown, IIl.; Kentucky 
School of Medicine, Louisville, 1881; member of the 
Illinois State Medical Society; aged 88; died, Novem- 
ber 11, in the Graham Hospital, Canton, of hypostatic 
pneumonia. 


Anton Otto Frana, Chicago; Jenner Medical Col- 
lege, Chicago, 1917; member of the Illinois State 
Medical Society; served during the World War; on 
the courtesy staff of the Evangelical Hospital; aged 
56; died, November 18. 


Emery WELLS GOEMBEL, Rockford, IIl.; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1908; aged 60; on 
the staff of St. Anthony’s Hospital, where he died, 
November 1, of coronary thrombosis. 


Wa ttace K. Harrison, Chicago; University of IIli- 
nois College of Medicine; retired; aged 93; died 
December 7, 1941. 


SAMUEL Hirscu, LaSalle; Jenner and Rush Medical 
Colleges; 1899; aged 79; died December 14, 1941. 


Lewis J. Isaacs, Chicago; University of Illinois 
College of Medicine, 1894; aged 67; died of heart 
disease December 13, 1941. 


James T. LeicuH, Du Quoin, IIl.; Missouri Medical 
College, St. Louis, 1882; member of the Illinois State 
Medical Society; on the staff of the Marshall Brown- 
ing Hospital; aged 83; died, October 30, of senility. 


Joun H. McCain, Arcola; University of Louisville 
School of Medicine, 1891; Dr. McCain was a member 
of the Douglas County Medical Society, the Masonic 
Lodge and the Baptist Church. Died Nov. 24, 1941, 
aged 72. 
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THOMAS JEFFERSON McDanteL, Plymouth, IIl.; 
Rush Medical College, Chicago, 1886; aged 81; died, 
November 17, in St. Francis Hospital, Macomb, of 
bronchopneumonia. 


W. D. McDoweELL, Chicago; University of Illinois 
College of Medicine; on staff of Garfield Park Hos- 
pital; died in the Pueblo Hospital, Colorado, October 
13, 1941 of Bronchial Pneumonia, aged 79. 


GRANT FLETCHER MOLLRING, assistant surgeon, lieu- 
tenant, junior grade, United States Navy, Great Lakes, 
Ill.; University of Nebraska College of Medicine, 
Omaha, 1936; was appointed assistant surgeon in the 
medical corps of the United States Navy on Oct. 
25, 1940; formerly served with the 10th Provisional 
Company of the United States Marine Corps at 
Quantico, Va., and also for a time at one of the new 
Atlantic bases; at one time surgical assistant at the 
Parkview Hospital, Rocky Mount, N. C.; aged 27; 
died, October 27, at the United States Naval Hospital, 
of acute anterior poliomyelitis. 


Wa cter D. Murrin, Decatur; University of Illinois 
College of Medicine, 1910; Dr. Murfin was a member 
of Macon County Medical Society, the American 
Legion, the Masonic lodge No. 613 at Patoka, and 
the Westminster Presbyterian Church. He was 54 
when he died on December 10, 1941. 


Ezra E. Osporne of Broughton, Illinois, aged 58, 
died as the result of an automobile accident Monday, 
December 1, 1941. He was a graduate of the St. Louis 
College of Physicians and Surgeons, 1904. 


Lizut. RicHArp RALL, Chicago; Loyola University 
School of Medicine; commissioned by navy in 1936, 
Naval Medical Corps stationed in Hawaii; aged 32; 
died December, 1941. 


Maurice SCHNEIDER, Chicago; Northwestern Uni- 
versity Medical School, 1928; Associate Professor of 
pediatrics at the Cook County School of Medicine; 


died December 2, 1941. 


RicHarp A. Stark, Chicago; Jenner Medical Col- 
lege, Chicago, 1908; served during the World War; 
aged 55; died in October. 

Arenzville, Ill.; North- 
1906; aged 66; 


ALBERT FRANK STREUTER, 
western University Medical School, 
died December 17, 1941. 


Illinois; North- 
1903; aged 68; 


Winsor W. Warriner, Antioch, 
western University Medical School, 
died November 30, 1941. 


ANTHONY THOMAS WEBER, Chicago; National Med- 
ical University, Chicago, 1907; veteran of the Spanish- 
American and World wars; formerly on the staffs of 
the Veterans Administration Facility in Hines, IIL, 
and Tucson, Ariz.; aged 64; died in October of 
coronary occlusion. 
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CLARENCE H. WIENEKE, Chicago; University of Il 
nois College of Medicine, 1912; aged 51; died Decem 
ber 15, 1941. ‘ 


WittiaMm K. Yorks, Chicago; Hering Medical 
lege, 1900; aged 75; died November 26, 1941. 


DO YOU KNOW 
That many cases of typhoid fever are caused by 
apparently healthy humans who carry the germs iq 
their intestinal and urinary tracts and who are care 
less in the handling of foods? 


That typhoid fever is now rarer in the United State: 
Army than in most healthful cities and towns ang 
that this is true because all soldiers are vaccinated f 
against typhoid? 


That typhoid vaccine is made from dead typhoid 
fever germs and that the vaccination is harmless?) 


That wee vaccination ordinarily protects 
for from two to three years? B. 


That those ‘tilaaias exposed to typhoid infections 
should be revaccinated frequently? 


That after World War I the death rate from tye: 
phoid fever dropped most among men between the: 
ages of twenty-one and thirty-five (draft ages) ? 


That raw foods, unclean milk, sewers, poorly con- 
structed privy vaults, and human excreta left on the 
ground to drain into water systems, are common | 
sources of typhoid infection? J 


That typhoid fever can be controlled by the 1 
of pure water, pasteurized milk, clean foods, proper” 
sewage disposal and by the general practice a anti- 
typhoid vaccination? : 


That in preparing for a vacation you should cele 
a place where drinking water and milk supply are” 
pure, and when camping it is always best to boil 
drinking water unless you know that it is pure? ; 


That travelers to doubtful sections of the world) 
should fortify themselves by vaccination before leav- 
ing home? 


More than 24 million patient days were spent in 
tuberculosis hospitals during 1939 according to a 
special report of the Census Bureau. Vital Statistics,” 
Bureau of Census, September 15, 1941. 





The public looks to the physicians as leaders mM 
things pertaining to health, and it will accept our 
judgment as the final word in health matters if we 
are ready with practical and sound material whet 
such advice is sought. We had better produce. —Bul- 
letin of The Columbus Academy of Medicine, Ohio. 








